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Disease of the nervous system of cir- 
culatory origin may be due to various con- 
ditions, although we think of the acute 
cerebral accidents because they are rela- 
tively common and the most dramatic 
causes of this condition. As a matter of 
fact, we not infrequently come in contact 
with various types of circulatory disturb- 
ances that affect the central nervous sys- 
tem, the most common of which is rarely 
mentioned in the medical discussions. I 
refer to acute cerebral anemia, as fainting 
spells, which occur in the course of human 
events, at some time or other to almost ev- 
eryone, and not infrequently to certain in- 
dividuals repeatedly. 


In order, therefore, to understand some 
of the factors that result in circulatory 
disturbances, we should enumerate the 
causes, which are as follows: 


1. Anemia 
2. Hyperemia 
. Edema 
. Arteriosclerosis 
Hemorrhage 
. Thrombosis 
. Embolism 
. Aneurism 


Cerebral anemia, as manifested by an 
acute fainting spell, is certainly a verv 
common phenomenon, caused by emotion- 
al disturbances—fear, anxiety, or start- 
ling experiences such as the sight of blood. 
However, other causes than the acute 
vasomotor disturbance may be referred 


*Read before Section on Internal M dik ine;* An 
nual Meeting, Tulsa, May, 1934. ' 


to, viz.: shock, which is a frequent and 
often a serious condition, as well as ex- 
cessive loss of blood. The symptoms of 
acute syncope are well known, viz., a sen- 
sation of faintness, with actual falling, 
pallor of the skin, increased perspiration, 
pulse that is small and rapid and often 
disappears entirely for a few seconds, 
with the return of normal function within 
a very few moments. Of the cerebral ane- 
mias caused by blood loss, the following 
symptoms are commonly seen: Subjective- 
ly the sensation is dulled, ear noises may 
occur, such as ringing of bells, spots be- 
fore the eyes, yawning is experienced, 
sighing occurs, and air-hunger with syn- 
cope and complete loss of consciousness 
takes place. Objectively, the skin is pale, 
perspiration is marked, the pulse is small 
and rapid, respirations shallow, lasting 
from a few minutes to an hour. In severe 
cases due to considerable blood loss, the 
pallor may be marked, the skin become 
cold and clammy, the pupils contract, co- 
ma may set in, ultimately the pupils dilate 
and become fixed, and death is sudden. 
It may occur even without loss of con- 
sciousness. The appearance of the pupils 
is an important sign, and should always 
be noticed. Contracted pupils usually are 
a favorable omen, while dilation of the pu- 
pils is a serious omen, often ending in 
death. Sometimes marked cardiac failure 
occurs. 

Local Cerebral Anemia is due to closure 
of a vessel by a transient arterial spasm, 
temporarily depriving a part of the brain 
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may occur spontaneously or as the result 
of pressure from an adjacent tumor, or 
may be a part of the picture of an en- 
darteritis or arteriosclerosis, and not in- 
frequently precedes a thrombus. During 
the course of a minute cerebral accident, 
as, for example, a hemorrhage in a very 
small branch of a vessel, a rather exten- 
sive vasoconstriction or arterial spasm 
may occur in the major branch so as to 
involve a considerable area of the brain, 
resulting in symptoms which, for the time 
being, may be very extensive. The relief 
of the spasm will be followed by allevia- 
tion of the symptoms, depending upon the 
size and location of the spasm, and the 
residuum represents the actual injury that 
remains more or less permanently, and 
this may be so minute as to be overlooked 
upon ordinary observation. Repeated cere- 
bral spasms are known as Intermittent 
Cerebral Claudication. The symptoms of 
these conditions depend, naturally, upon 
the part involved and the size of the ves- 
sel. Those frequently seen are transient 
aphasia, fleeting paresis, momentary lo- 
cal convulsions, twitching of various mus- 
cles, particularly of the extremities, sen- 
sory disturbances of various kinds, espe- 
cially numbness of the extremities, and 
occasionally hemianopsia. Clinically it is 
not infrequent to note several attacks of 
arterial spasm preceding a permanent 
change as the result of a thrombus form- 
ation. Localized edema may be associated 
with spasm, as the result of anaphylaxis, 
and may account for some of the symp- 
toms that are seen during the course of 
various foreign protein reactions. The 
symptoms of this condition are variable, 
depending naturally upon the vessel or 
vessels affected, and the parts of the brain 
involved, but generally speaking, a fleet- 
ing paresis or numbness of a part with 
possibly an aphasia that lasts for a few 
moments or minutes at a time, may rep- 
resent a disturbance in circulation of 
some cerebral vessel. Aside from this, lo- 
cal twitching of various extremities may 
occur, and not infrequently a convulsion 
is the manifestation by which this condi- 
tion is recognized. Sensory disturbances 
of various types may occur, and occasion- 
ally disturbance of vision, particularly a 
hemianopsia is seen. In true vascular 
spasm, the symptoms last for only a very 
short time, not more than a few minutes, 
and restoration of function is complete 
without any permanent residuum. 


Cerebral Hyperemia: This may bean 
active hyperemia as the result € achat” 


increase in blood flow, or a passive hy- 
peremia due to increased pressure on the 
return flow of circulation. The former 
may be due to excitement or intense emo- 
tion, occurring frequently in people after 
heavy meals, sometimes in hot weather, 
especially following exercise. It is, of 
course, a common condition following 
acute alcoholism, and may become more 
chronic in this condition. Certain drugs 
other than alcohol may likewise produce 
hyperemia, especially amyl nitrite, which 
produces symptoms that are generalized 
and manifested principally by a full feel- 
ing, pain in the head and dullness. The 
outstanding condition that is represented 
by cerebral hypermia is the result of sun- 
stroke, that not only produces hyperemia, 
but is associated with edema of the brain, 
followed by parenchymatous changes. 
Headache is present, dizziness develops, 
visual disturbances are noted, there 1s 
marked thirst, often epigastric pain with 
diarrhea and vomiting, and sometimes 
prostration with deep.coma. The skin is 
hot, flushed and dry, the pulse becomes 
rapid, respiration is likewise rapid and 
the temperature is very high, often reach- 
ing 110 or even more, with delirium. Con- 
vulsions and death may result. The spin- 
al fluid findings show changes in the cir- 
culation of the meninges, and sometimes 
an increase of cells, occasionally with 
blood cells, indicating ecchymosis and 
capillary bleeding. In these cases, if un- 
consciousness lasts for more than a few 
minutes, the prognosis is bad, the mortal- 
ity is often as high as 30 or 40 per cent, 
recovery occurs followed by headache, 
memory defects and polyuria. There are 
indications of meningeal irritation, which 
may result in a true meningitis of a chron- 
ic type. 

The differential diagnosis must be made 
from: (1) heat exhaustion, which usually 
has a slow onset, the pulse small and rap- 
id, skin coo! and pale, and consciousness 
is maintained. In these cases the temper- 
ature is usually low; (2) meningitis; (3) 
cerebral hemorrhage; (4) uremia, and 
other forms of coma. Sunstroke is very 
rare in the dry climate that we have in 
Oklahoma, and all of the cases that I have 
seen, either so diagnosed or have felt that 
such diagnosis was warranted, usually 
proved to be some other condition, mostly 
meningitis or uremia, and occasionally a 


- -cerphral hemorrhage. 


Life. thahagement includes means of re- 
ducing the temperature, which is frequent- 
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ly exceedingly high, with cold packs, ice 
enemas, a cold bath and rubbing the skin 
with ice. Stimulants are useful, especial- 
ly coffee, brandy, camphor in oil, hypo- 
dermically, and digitalis. Lumbar punc- 
ture is indicated inasmuch as there is fre- 
quently an associated edema with a tend- 
ency to hemorrhage and increased pres- 
sure of the cerebro-spinal fluid. Venesec- 
tion is a useful procedure, and may be in- 
stituted advantageously. For restlessness 
sedatives are to be used, but morphine is 
not indicated. 


Passive Congestion is due to pressure 
upon the return flow of circulation, espe- 
cially as a result of tumors of the neck, 
such as large goitres, mediastinal pres- 
sure, the passive congestion in the course 
of certain cardiac decompositions and in 
hypertrophied, dilated hearts. The symp- 
toms are variable, causing somnolence or 
insomnia, dizziness and a constant feel- 
ing of fullness. The pressure symptoms 
are aggravated by coughing, lying down 
or bending forward; in fact anything 
which increases the venous pressure and 
impedes the return flow of circulation 
from the head. 


Cerebral Arteriosclerosis: This is a 
disease of advanced life, often insidious 
in onset, with headaches, vertigo, and 
mental disturbances, ultimately leading to 
hemorrhage, as evidenced by a stroke of 
apoplexy, or cerebral softening, following 
thrombosis or embolism. The results of 
these accidents may be sudden death or a 
permanent paralysis. 


Arteriosclerosis of the cerebral vessels 
is responsible for the majority of nervous 
and mental disturbances occurring after 
fifty years of age. The types of symptoms 
are either somatic or psychic, and may 
cover a wide range, since the lesions may 
occur in all parts of the nervous system. 
However, since the lesions are of certain 
general types and affect certain areas pre- 
dominantly, it is possible to distinguish 
clear cut clinical syndromes. Cerebral ar- 
teriosclerosis may be a part of general 
arteriosclerosis, or May occur in cases in 
which the palpable vessels, such as the ra- 
dials, brachials, temporals may show little 
or no changes. It may occur with or with- 
out increase in blood pressure. 


Types of arteriosclerosis from a path- 
ological point of view do not differ essen- 
tially from sclerosis of the blood vessels 
elsewhere. The distribution of the degen- 
erative changes are variable, involving 
perhaps the larger vessels at the base of 


the brain, pons, medulla or cord, or the 
smaller vessels of the cortex, subcortical 
or basilar nuclear areas alone. 


As the result of the vascular change3, 
there is disturbance in circulation of the 
brain tissue, which produces three import- 
ant types of pathologic changes in the 
nervous tissues: (1) a diffuse atrophic 
type, due to interstitial changes and focal 
changes about the affected vessels; (2) 
perivascular gliosis, which results in small 
atrophic areas of the cortex; (3) periarte- 
riolar lacunae, with minute areas of soft- 
ening and absorption, which ultimately 
may become cystic, or there may be thin- 
ning of the vessel wall with the develop- 
ment of minute aneurisms. 


As a result of these changes in the blood 
vessels, there may occur hemorrhage due 
to rupture, or to miliary aneurisms. There 
may result areas of ischemia with cerebral 
softening due to thrombosis. The symp- 
toms depend upon the extent and location 
of the hemorrhage or thrombosis. 


The clinical syndromes that result from 
arteriosclerosis of the blood vessels pro- 
duce several fairly clear cut pictures which 
may be classified as follows: 


1. Pseudobulbar paralysis. 
2. Cerebral hemorrhage (apo- 
plexy). 


3. Cerebral softening (embolism, 
thrombosis, encephalomalacia. ) 


4. Aneurism. 


5. Mental disturbances, 
sclerotic type. 


6. Senile dementia. 


Pseudobulbar Paralysis: This presents 
a fairly characteristic clinical picture with 
involvement of the tongue, lips, cheek and 
throat musculature, clinically expressed 
by disturbances of articulation, phonation, 
mastication and deglutition. The clinical 
course may begin insidiously or rapidly, 
generally preceded by a history of one or 
several preceding apoplectic attacks, which 
may or may not be associated with perma- 
nent paralysis, or if a paralysis has been 
present, recovery is likely to have taken 
place. The speech is very characteristic 
with loud, explosive nasal features, so 
that the patient can hardly be understood ; 
swallowing induces coughing and food 
sometimes regurgitates through the nose. 
There is considerable weakness of the lips, 
cheeks, tongue and palate. The cause of 
this disturbance is degeneration upon 


arterio- 
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the basis of arteriosclerotic changes of 
the basal ganglia and is usually a pro- 
gressive condition often associated with 
mental deterioration that is common in 
advanced age with cerebral arterioscle- 
rosis. 


Cerebral Hemorrhage: Although a dis- 
ease past middle age, has been known to 
occur in relatively young adults; however, 
if it does occur prior to forty years of age, 
a pre-existing degeneration due to syph- 
ilis must always be kept in mind, or else 
the hemorrhage may be associated with 
the development of a brain tumor which, 
because of its existence, produces a pres- 
sure atrophy on some of the adjacent ves- 
sels that are susceptible to bleeding. The 
location of the hemorrhage may be any- 
where in the brain; however, there are 
a few principal favorite sites, viz:, the in- 
ternal or the external capsules, the cen- 
tral or basal ganglia, the optic thalamus 
and the striate bodies. The reason for this 
is that the lenticulo-striate arteries and 
the lenticulo-optic arteries are terminal 
vessels and branch off at right angles 
from the main stem, making them more 
friable and susceptible to rupture. The 
hemorrhage is an acute accident following 
vascular degeneration which may have 
been of long standing, the hemorrhage be- 
ing naturally the result of the pathological 
changes. The arterial wall gives way spon- 
taneously or under sudden increase of 
pressure, as a result of excitement or an- 
ger. On the other hand, many of these 
cerebral accidents occur when the pa- 
tient is quiet and frequently when he is 
asleep in bed. The pathologic process in 
the blood vessels may be localized at any 
one point, from which the hemorrhage has 
occurred, the remaining vessels being ap- 
proximately normal, showing little, if any, 
pathological changes. 


The clinical manifestations as the re- 
sult of a cerebral hemorrhage depend up- 
on two factors: First, the acute and gen- 
eral manifestations, due to a sudden vas- 
cular accident, which results in shock; 
second, the local or focal signs due to the 
loss of function of the particular part of 
the brain affected. If the hemorrhage is 
of sufficient extent and severity, there re- 
sults general cerebral commotion with un- 
sciousness as the result of the local dam- 
age, the subsequent surrounding edema 
with the resulting disruption of function 
and the destruction of nerve tissue. This 
occurs in all cases of acute cerebral acci- 
dents irrespective of the cause, whether 
due to hemorrhage, embolism, thrombosis 


or injury. However, thrombosis being gen- 
erally a slower process, the symptoms ap- 
pear more gradually and the shock is not 
so severe. Preceding the hemorrhage there 
may be repeated slight prodromal symp- 
toms such as attacks of vertigo, aphasia, 
memory disturbance, paresthesia or pare- 
sis, which clear up in a relatively short 
time. On the other hand, the large num- 
ber of cases have no such prodromal symp- 
toms and develop without any previous 
manifestations. 


The shock of the onset of hemorrhage 
usually leads to a rapid loss of conscious- 
ness with coma, lasting a variable length 
of time from a few hours to many days or 
even weeks. Large hemorrhages may rup- 
ture into the ventricle and result in in- 
increased intracranial pressure, with res- 
piratory symptoms, Cheyne Stokes res- 
piration, rapid increase in blood pressure 
and a slow pulse. If the intracranial pres- 
sure is very high, choking of the optic 
nerve heads is seen. During the course 
of recovery mental confusion, restless- 
ness and delirium may develop. The usual 
outstanding feature in the more common 
type of cerebral accidents results in a hem- 
iplegia of a crossed type of paralysis with 
a tendency to spasticity and spastic phe- 
nomena, viz., increased reflexes, positive 
Babinski, clonus and a tendency to con- 
tractures that are typical of the marked 
hemiplegia. Because of the bilateral in- 
ervation, certain muscles are usually ex- 
cluded, particularly the eye muscles, laryn- 
real muscles, the muscles of the back, neck 
and chest, those of mastication, as well 
as the upper facial muscles. Recovery de- 
pends upon the associated factors that oc- 
cur as a result of the accident, viz., the 
amount of actual injury to the nerve tis- 
sues that has taken place, associated with 
the amount of bleeding into the tissues, 
the extent of the edema of the tissues, 
which may clear up rapidly and finally, 
the associated vascular spasm in the lar- 
ger branches. If the last condition pre- 
dominates, the symptoms may clear up 
very rapidly, the edema requiring a great- 
er length of time, viz., several days, while 
the hemorrhage becomes absorbed very 
slowly. Recovery usually begins within 
the first few weeks and the maximum 
amount of recovery occurs during the first 
month, although some cases require many 
months for maximum improvement. The 
sensory changes are usually of less im- 
portance than the motor changes that take 
place; however, certain cases have anaes- 
thesia which recover partially if not com- 
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pletely and trophic disturbances are likely 
to occur and, if so, produce disagreeable 
symptoms. In recovery the improvement 
tends to begin with return of function of 
the lower extremity before it does in the 
upper, and the tendency to spasticity is 
so prominent as to result in contractures 
that are typical and characteristic. The 
recovery of the facial and tongue paraly- 
sis is usually more complete and more 
rapid, very frequently only slight resi- 
duum remaining from this condition. 


Cerebral Thrombosis may occur in any 
age in the course of acute infectious dis- 
eases, such as typhoid fever, diphtheria 
and pneumonia, following pregnancy and 
labor and in many of the blood dyscrasias 
including the secondary anemias, while 
embolus is the result of sudden closure of 
a vessel by a foreign substance, princi- 
pally a blood clot or an endocardial vege- 
tation in the course of subacute endocard- 
itis. It may likewise occur following bone 
injuries in the form of a fat embolus, 
which, however, is relatively rare. The 
results are similar to the results of a cere- 
bral hemorrhage; the pathological changes 
resulting produce areas of absorption. 


Aneurisms, in their development, may 
produce the symptoms that are seen in 
brain tumors, viz., headache, vomiting and 
signs of increased intracranial pressure, 
although choking of the optic nerve head 
is rare. The dramatic symptoms as a re- 
sult of an aneurism or several aneurisms 
are those of a hemorrhage, associated with 
a violent headache, unconsciousness or a 
convulsion with rigidity of the neck, blood 
in the spinal fluid. 


Mental Disturbances due to arterioscler- 
osis, manifest themselves in two forms: 
First, changes in the vessels of the brain 
stem ; second, changes in the vessels of the 
cerebral cortex. The former produce gross 
neurological lesions without particular 
mental changes, and if these do occur they 
are due to the complications associated 
with the cortical vessel disturbance. The 
latter type produces symptoms of head- 
ache, vertigo and disturbance of memory, 
fatigability, which is often mistaken for 
neurasthenia, and as the condition pro- 
gresses, difficulty of comprehension and 
attention with slowing of association of 
ideas and a tendency to mental deteriora- 
tion. Judgment is impaired in a certain 
direction, but well maintained in other 
matters. There is disturbance in emotion- 
al control, depression and a tendency to 
crying. Patients may become irritable or 


violent but they usually have an excellert 
insight into their deterioration. The mel- 
ancholic state resembles the maniac de- 
pressive insanity. 


Senile Dementia, normally in old age; 
reduction in mental elasticity is noted, so 
that the circle of ideas becomes circum- 
scribed and their interest becomes im- 
paired, stubbornness develops and the ego 
becomes exaggerated. Patients become 
suspicious, indifferent to their surround- 
ings, with lack of consideration for oth- 
ers. There is a definite limitation of in- 
terest with increasing disregard for or- 
der and neatness. They become stubborn 
and not susceptible to persuasion and men- 
tality becomes generally enfeebled and 
judgment defective; restlessness and wan- 
dering at night, so that these individuals 
frequently are busy during the night hours 
and are more or less somnolent during the 
day. Occasionally paralysis occurs in these 
older individuals so that sexual misde- 
meanors may occur. Senile dementia, al- 
though usually distinctly one of old age, 
sometimes occurs relatively early in life 
in the fourth and fifth decade and may 
be mistaken for general paresis. It is pro- 
gressive and hopeless as far as all treat- 
ment is concerned. 

132 N. W, Fourth Street 
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HOW FAR SHOULD STATE HEALTH 
DEPARTMENTS GO? 

Baby's Proper Feeding the Doctor's Problem. One 
of the most frequent inquiries received by the State 
Department of Health is that concerning an infant's 
diet. It is, of course, impossible for the Department 
to advise or give suggestions regarding a suitable 
diet for any infant. It apparently is not generally 
realized by the laity, that food requirements vary 
for every infant. One infant may thrive on a given 
food while the next will not tolerate it. Considera- 
tion must be given to the fundamental requirements 
of each infant such as the protein, fat, carbohydrate, 
water, mineral and vitamin requirements. So far as 
is known, breast milk is the only universally suitable 
food for infants. If a baby is deprived of this he 
should be taken to the family physician and placed 
on a proper feeding. It is only after a thorough 
history has been taken and a thorough physical ex- 
amination has been made that the proper food can 
be advised for any infant. It is quite obvious that 
such service is out of the realm of the State De- 
partment of Health. 


The Department, however, has literature on infant 
care that is available on request. The Children’s Bu- 
reau at Washington also publishes some excellent 
pamphlets on infant and child care which should be 
read by every mother who wishes to give her child 
the best care and training —From Ohio Health News, 
November, 1934. 
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CARE OF CHILDREN’S EYES* 





MEYER WIENER, M.D. 
ST. LOUIS, MO. 





Care of children’s eyes begins at birth. 
Instillation of silver solution should be 
made as a routine and in addition, caution 
should be exercised to prevent infection 
of the eyes from the child’s fists. 


Infants are subject to an acute diplococ- 
cus infection closely resembling the gon- 
ococcus. It responds readily to treatment, 
however, and the organism grows readily 
on ordinary culture media, whereas the 
gonococcus only with difficulty on blood 
serum. Should the infection prove to be 
due to the gonococcus we are confronted 
with a serious menace to eye sight. Only 
the most expert care and attention will 
avail. In adults we have a valuable ally 
in the use of typhoid-paratyphoid dead 
bacteria used intravenously. It is a dan- 
gerous thing to use in infants and I have 
seen it cause death. Frequent cold com- 
presses and keeping the conjunctival sac 
free of pus at all times is of the utmost 
importance. 


The family doctor is often called to de- 
termine whether a baby can see. The in- 
fant does not observe early and may see 
without being able to follow an object. 
Since his pupil is very small the reaction 
to light must be most carefully observed 
as the excursion is necessarily limited. 
Again, anxious parents are often greatly 
concerned over lack of parallelism of the 
two eyes. This, in a child under one year 
of age, especially when it is transcient, is 
not of particular significance. Redness 
and thickening of the conjunctiva of an 
infant’s eye accompanied by persistent 
mucous or muco-purulent secretion lends 
suspicion to involvement of the tear sac. 
Infants cry without shedding tears for 
several weeks after birth, so lachrimationa 
will not be observed. The trouble is re- 
vealed by expression of the contents of the 
tear sac. If discovered early much trouble 
can be avoided. Before birth, the sac is 
filled with dead epithelial cells which usu- 
ally absorb or are discharged, but not al- 
ways. Often, expression alone, practiced 
several times a day will effect a cure, 
whereas neglect will necessitate long te- 





*Read before the Oklahoma City Clinical Society, 
Oklahoma City, November, 1934. 


dious treatment and probably require op- 
erative interference. Most tear sac infec- 
tions start as pure pneumococcic infec- 
tions. Optochin is a specific if used early, 
before the infection becomes mixed. If 
palliative treatment will not suffice, rapid 
dilation with the Ziegler probe under first 
stage general anaesthesia will often effect 
permanent drainage and cure. Occasion- 
ally a second probing will be necessary. A 
young child can easily be handled, if one 
has an assistant, by placing the child’s 
head between one’s knees while the assist- 
ant holds the hands and legs while sitting 
in a chair placed at right angles to that 
of the operator. This gives the oculist 
freedom of both hands to inspect and treat 
the patient. 


An excellent means of inspecting the in- 
fant’s cornea is through the use of thin 
hair pins, bent back as retractors. They 
take up little room and can be discarded 
when they have served their purpose. A 
foreign body of the cornea can easily be 
removed with this preparation. Medicine 
can easily be instilled in the eye of a strug- 
gling child by dropping it in the corner, 
the lids being closed, and then, even in a 
sleeping child, gently separating the lids 
and letting the drops roll in. 


Congenital blindness may be the result 
of various conditions. Cataract is not an 
infrequent cause. If it is uncomplicated 
and the eye reacts to light the prognosis 
after operation is good. I say, reaction 
of the eye to light, because sometimes the 
pupil is very tiny and fixed. If light is 
suddenly flashed into this eye, although 
there may be no reaction of the pupil to 
light, if the retina and nerve are sound, 
there will be involuntary blinking or clos- 
ing of the lids. We have used this meth- 
od in exposing adult malingerers who come 
with an atropine dilated pupil and deny 
light perception. 

Congenital glaucoma may present a 
large cornea with shallow or deep ante- 
rior chamber, clear or cloudy cornea, but 
always a hard globe. Certain types of 
juvenile glaucoma present either a normal 
cornea or a cornea even larger than usual. 
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It is of utmost importance that the tension 
be felt in any case where there is a poss:- 
bility of glaucoma, as early operative in- 
terference is the only means of saving the 
sight. 


Blindness from glioma of the retina is 
recognized through the yellowish reflex 
from the fundus, generally first by the 
parents. Immediate enucleation followed 
by radium or deep x-ray is imperative. It 
must, of course, be differentiated from 
pseudo-glioma due to exudate behind the 
retina. 


Nystagmus is usually secondary to some 
intra-ocular defect of prenatal life. It 
practically always means lowered vision 
from some cause and should be thoroughly 
investigated. Albinism is always associat- 
ed with nystagmus as is usually anterior 
polar cataract, central corneal scars and 
congenital defects in the macula. 


It is surprising to know how many cases 
of blindness occur in children through un- 
necessary injuries. Sharp, pointed objects 
should be kept away from young children. 
Let them cut paper dolls with scissors, 
but furnish them with a personal, blunt 
pointed one. The cornea may be cut 
through and through and very difficult to 
determine in the early stage. A drop of 
2% fluorescein will reveal the smallest 
scratch or defect. 


Injuries from acids and alkalis some- 
times occur in children. The best imme- 
diate relief is to place the hand over the 
child’s mouth and nose and flush out the 
eyes under the bathroom faucet, a hose, 
or water poured with force from a bucket 
or other receptacle. This not only dilutes 
the irritant, rendering it inert for further 
damage, but also clears the conjunctival 
sac of all foreign material without doing 
damage itself. Castor oil is a splendid 
non-irritating lubricant for after use. 
Where the burn is superficial cold appli- 
cations are soothing. With a deep burn 
cold is contra-indicated as it further low- 
ers tissue vitality. Let me warn you here, 
of the danger of sympathetic ophthalmia. 
Any penetrating wound of the eye can 
produce sympathetic disease of the other 
eye with total loss of vision of the other. 
If one waits until the sound eye is affect- 
ed it is too late to save sight. Where an 
eye is injured beyond hope of useful vis- 
ion with probability of its shrinking, enu- 
cleation is indicated, without question. 

Many congenitai disfigurements can be 
corrected so that there will be a big im- 
provement in the child’s appearance. 


These include coloboma of the lid, ptosis, 
epicanthus, narrowed fissure, strabismus, 
paralytic squint, cataract, ete. There is 
hardly any eye defect that cannot be eith- 
er corrected or greatly improved by op- 
eration. There is certainly no excuse for 
anyone going around with a crooked eye. 
If strabismus is caught early it can often 
be corrected by the faithful wearing of 
corrective lenses and orthoptic exercises. 
These muscle training exercises should al- 
ways follow operative interference also, 
in an effort to develop fusion. 


Most parents seriously object to their 
children wearing glasses and it is my be- 
lief that entirely too many glasses are 
prescribed. Often a child can overcome 
a slight refractive error if he is in good 
physical trim, or a compromise can be ef- 
fected by having the child wear glasses 
for close work only. Most of my confreres, 
for example, insist on their myopic pa- 
tients wearing their glasses constantly in 
the belief that going without them will 
augment the tendency for the nearsighted- 
ness to increase. I do not believe that the 
wearing of his myopic correction has any 
influence whatsoever on the progress of 
the condition. I take it to be a stretch- 
ing of the sclera due to a loss in tissue 
resistance to intra-ocular pressure. This 
is the result of loss of proper function of 
the endocrines associated with the period 
of most rapid growth. In eighty to eighty- 
five per cent of the cases it can be con- 
trolled and checked by administration of 
thyroid where we find the basal metabol- 
ism rate lowered and by the local instilla- 
tion of 1-1000 solution of epinephrine. In 
addition, regular strenuous exercise must 
be urged, to stimulate the adrenals and 
other ductless glands. 


Headaches are frequently a result of eye 
strain. Careful inquiry must be made in 
getting the history, to be sure that the 
headaches are associated with use of the 
eyes. Eye headaches are generally referred 
to the back of the head. Pain in the eyes 
and between the eyes points to sinus con- 
gestion and is felt early in the morning, 
getting better or disappearing as the day 
wears on. With persistent severe head- 
ache, intracranial involvement must be se- 
riously considered. Ocular signs are often 
elusive, especially in tumors of the frontal 
lobe. When suspected, the taking of the 
central color fields may give one the very 
first clue to the source of trouble. 


It is not infrequent that a child ‘s 
brought in with the complaint that, while 
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he is mentally alert in all other respects, 
he is a poor reader and has an aversion 
to reading. He may have normal vision, 
convergence, and accommodation, good 
muscle balance, and no refractive error. 
In these cases bear in mind the possibility 
of congenital word blindness, which is 
much more frequent than one would think 
and if undiscovered may cause lots of 
grief and heartaches. It is not hard to 
unearth. These children will hesitate over 
a certain word while reading, or even mis- 
call it. But if this word is spelled out for 
them they will immediately name and rec- 
ognize it. Infinite patience and help will 
bear fruits in this condition. Hysteria in 
children occurs but rarely. Inability to see 
-clearly in the absence of sufficient phy- 
sical findings can be ultimately diagnosed 
by the same means as those taken to dis- 
cover malingering. 


It is usually easier, however, because 
other nervous failings will always be pres- 
ent. This must not be confused with symp- 
toms due to the intense desire of some 
children to wear glasses. Hysteria always 
has some underlying cause and should be 
carefully studied by a trained psycholo- 
gist. 

I need merely mention amaurotic fam- 
ily idiocy, that rare disease found almost 
exclusively in children of Jewish parent- 
age in which a fundus examination posi- 
tively identifies the disease. 


With the exception of measles, the in- 
fectious diseases rarely affect the eyes se- 
riously. I have seen a complete destruc- 
tion of the upper lid the result of chicken 
pox. Contrary to the general teaching, I 
believe in flooding the room with light in 
measles, permitting full use of the eyes, 
and the use of thin pledgets of cotton in 
applying cold compresses to the eyes to 
relieve the congestion. I have not seen one 
serious eye complication from measles 
where these procedures were followed. 


In spinal meningitis, metastases may 
occur in the eyes, but nothing can be done 
in the way of prevention or cure. Phlyc- 
tenular kerato-conjunctivitis is always as- 
sociated with constitutional defect. If the 
eyes are treated in a palliative way only, 
or not at all, and careful attention given 
to diet or hygiene, a quicker cure will re- 
sult. Syrup of hypophosphites compound, 
U.S.P., syrup of the iodide of iron and cod 
liver oil must be administered. 


I do not believe that error of refraction 
should be considered much of a factor in 
producing recurrent styes or marginal 


blepharitis. Styes are the result of a low- 
ered tissue resistance and in addition to 
local treatment, something must be given 
to build up resistance. This can usually 
be done by eating of yeast, taking dilute 
sulphuric acid internally, or by hypoder- 
mic administration of bacterial antigens. 


In treating chronic blepharitis of chil- 
dren it is not so much what one uses as 
how he uses it. I tell the patient when pre- 
scribing an ointment that he must first 
get rid of all the crusts as the salve will 
not soak through the crusts and reach the 
inflamed portion of the lid. Also that a 
little, well rubbed in, is stimulating. Too 
much irritates. After all signs of inflam- 
mation are gone the salve must be used 
for a long time to prevent recurrence. Ex- 
coriation of the outer lid angle is a clin- 
ical manifestation of Morax-Axenfeld bac- 
illus infection and zine drops and zinc 
ointment are indicated. 


The ordinary acute conjunctival infec- 
tion will respond quickly to one-half per 
cent solution of optochin hydrochloride 
and frequent cold compresses. There is an 
infection involving one eye only where the 
lids are thick, moderate discharge, swell- 
ing of the preauricular glands and moder- 
ate amount of pain which runs a course of 
from two or three weeks to several months 
and responds to no treatment I have tried. 
I have never seen the sight affected. 


Swelling of the eye or lids from acute 
sinus infection will usually subside by 
draining the sinuses either with suction 
or shrinking of the mucosa of the nose, 
and irrigation. Large doses of salicylates 
help and sometimes intravenous dead ty- 
phoid-paratyphoid bacilli. Seldom is ‘t 
necessary to open the orbit for pus. 


Allergy is not at all uncommon in chil- 
dren. I have often seen the conjunctiva 
flare up and get quite red, with photo- 
phobia, which could be definitely traced 
to food to which the patient was sensitive. 


Vernal conjunctivitis can be placed un- 
der the classification of allergy. I know 
of no local treatment to the eyes that has 
any great effect except to partially allay 
the symptoms such as estivin, optochin, 
cold water. Hot, dry, dusty weather al- 
Ways aggravates them. Recently we have 
seen startling relief of symptoms in a few 
cases where the nose was treated by ioni- 
zation with zinc and cadmium, but this ‘s 
only in the experimental stage. 


Trachoma in certain areas of the United 
States must be considered. The disease is 
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not always easy to diagnose, and there 
may be a difference of opinion even 
among authorities. There are more cases 
on the blind pension roll of Missouri from 
trachoma than from any other trouble. 


Educate your public. Education saves 
sight. Ignorance leads to blindness. There 
are three means of teaching the public 
how to protect God’s precious gift, sight: 
The state, the physician and nurse, the 
parents. The state has already proved its 
worth. In 1907 28% of the children in the 
school for the blind in New York were 
blind from ophthalmia of the new born. 
In 1931 it had been reduced to 7.5%. In 
1931-1932 there was not a single case of 
blindness in the state of New York result- 
ing from this disease. This was due al- 
most entirely to legislative prevention 
measures. 


The eye physician and the nurse help in 
many ways. Defective vision is now caught 
in early school life by the school nurse 
and school physician. The parents are no- 
tified of the fault and advised to consuit 
an oculist. Parents of cross eyed children 
are told that this disfigurement need not 
exist and that by means of glasses, muscle 
exercises, or operation it can be corrected. 
It means not only improvement in looks, 
but more self confidence and self assur- 
ance to the child. Near-sightedness al- 
ways has a tendency to become worse. It 
can be checked in 80% to 85% of the cases 
by proper treatment, and the wearing of 
thick ugly lenses avoided. 


These children should have a basal met- 
abolism rate taken and if low, thyroid ad- 
ministered by their physician. They should 
take plenty of exercise and be told the 
more strenuous it is the better. A 1-1000 
solution of adrenalin chloride should be 
instilled in the eyes three times daily and 
continued indefinitely until the physician 
is assured that the tendency for the my- 
opia to increase has been checked. 

The cooperation of the parents is of ut- 
most importance. When a child complains 
of poor sight, give him the benefit of the 
doubt and seek an oculist’s advice. Only 
recently a young boy was brought to me 
who had complained of seeing poorly for 
several months. Not much importance 
was attached to his statements. We found 
that the sight of one eye was practically 


gone and the other reduced to less than 
one-tenth of normal. Careful investiga- 
tion revealed the presence of a tumor at 
the base of the brain pressing on the optic 
nerves. This tumor was removed a few 
days ago and it is believed that the sight 
of one eye, at least, has been salvaged. 

Do you know that each year, more than 
one thousand school children in the United 
States have eye accidents, and that most 
of them are avoidable? The chief causes 
are scissors, knives, forks, bean shooters, 
and explosives. Don’t leave a pointed im- 
plement within reach of a young child. 
Never let a child point a gun at anyone, 
even in fun. 


Tell the parents to be careful about the 
moral habits of people employed about 
their home. It is not so rare for us to have 
to treat a young child with a severe infec- 
tion in his eye, the result of contact with 
a dirty rag used by some man or woman 
with gonorrhea. The infection can result 
in total loss of sight. There is another 
point in prevention of blindness in chil- 
dren which is seldom given much thought. 
Heredity! Many eye diseases as well as 
eye defects are transmitted from parent 
to child. A parent who is cross-eyed can 
look forward to having a cross-eyed child. 
This does not necessarily happen, but it 
is the natural thing to expect. Near-sight- 
ed people are apt to beget near-sighted 
children. These conditions are undesir- 
able, but not sufficiently so to justify ad- 
vising suc) a person not to have children. 
There are, however, many cases of very 
serious eye defects which can be transmit- 
ted where I have urged the parent not to 
have children. These included congenital 
cataract, congenital anirida, pigmentary 
degeneration of the retina, and a host of 
others. 


One more word about examination of 
school children, I am convinced that great 
benefit is derived by the examination of 
the eyes of children even in the pre-school 
age. In one city alone, of 1848 children 
examined between the ages of four and 
seven, 473, or 26%, were found to require 
the attention of an ophthalmologist. 


Mere use of the eyes does not do harm, 
but when this use gives rise to symptoms 
of strain, it is a warning that something 
is wrong. 
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CARDIAC PAIN* 


W. W. Rucks, JR., M.D. 
OKLAHOMA CITY 


From time to time it is of importance 
to correlate in one’s mind the knowledge, 
both old and new, about a certain disease 
or a certain group of diseases. Likewise 
it is of importance at times to correlate 
the existing knowledge concerning a sin- 
gle physiological or pathological phenom- 
enon or a single symptom. Particularly is 
this true when that symptom constitutes 
the most prominent clinical observation 
of an important disease or diseases, and 
when there exists a lack of unanimity re- 
garding its cause. Such a symptom is car- 
diac pain. 


It is not the purpose of this communica- 
tion to present an elaborate clinical de- 
scription of the diseases presenting cardi- 
ac pain, but rather to briefly review the 
existing evidence of the cause of the pain. 


The conditions in which cardiac pain 
may be encountered are as follows: 


1. Affections of the coronary ar- 
teries, with either narrowing of 
the lumen or thrombotic occlu- 
sion. 


2. Affections of the aorta—syphi- 
litic aortitis, aneurysm, aortic 
insufficiency or arteriosclerosis. 


3. Anemia. 
4. Neurocirculatory asthenia. 


5. Nondescript conditions in which 
the pains in the region of the 
heart may or may not be due to 
cardiac disability. 


The last two may be briefly dismissed 
inasmuch as there is no uniformity in the 
type of pain they produce—no organic 
pathological basis, and on account of their 
intimate association with various psycho- 
neurotic phenomena. 


The other conditions mentioned give rise 
in many individuals to a symptom known 
as angina pectoris. A great deal of con- 
fusion has existed and still does as to what 
angina pectoris is and what is its under- 
lying pathological basis. It is absoluteiy 
essential in any discussion of angina pec- 


*Read before Section on Internal Medicine, An- 
nual Meeting, Tulsa, May, 1934. 


toris that there be a clear understanding 
as to what is meant by the term. Many 
terms have been used, such as pseudo-an- 
gina, tobacco angina, reflex angina and 
angenoid. Such expressions merely serve 
to aid in the already existing confusion. 


_The original classical description of an- 
gina by Wm. Heberden’ gives the essen- 
tial features of the condition: 


“But there is a disorder of the breast marked with 
strong and peculiar symptoms, considerable for the 
kind of danger belonging to it, and not extremely 
rare, which I do not recollect any mention among 
medical authors. The seat of it, and the sense of 
strangling, and anxiety with which it is attended, 
may make it not improperly to be called angina 
pectoris. Those who are afflicted with it are seized 
while they are walking (more especially if it be up 
hill, and soon after eating), with a painful and most 
disagreeable sensation in the breast, which seems as 
if it would extinguish life, if it were to increase or 
to continue; but the moment they stand still all this 
uneasiness vanishes. In all other respects the pa- 
tients are at the beginning of this disorder perfectly 
well, and in particular have no shortness of breath 
from which it is totally different. The pain is some- 
times in the middle, sometimes at the bottom of the 
os sterni, and often more inclined to the left than 
to the right side. It likewise very frequently extends 
from the breast to the middle of the left arm. The 
pulse is, at least sometimes, not disturbed by this 
pain, and consequently the heart is not affected by 
it which I have had an opportunity of knowing by 
feeling the pulse during the paroxysm; but I have 
never had it in my power to see any one opened 
who had died of it. Males are most liable to this 
disease, especially such as have passed their fiftieth 
year. After it has continued a year or more it will 
not cease as instantaneously upon standing still, and 
it will come on not only when persons are walking 
but when they are lying down. * * * Some have 
been seized while they were standing still or sitting, 
also upon first waking out of sleep. * * * The ter- 
mination of the angina pectoris is remarkable. For 
if no accident intervenes, but the disease go on to 
its height, the patients all suddenly fall down, and 
perish almost immediately.” 


Thus, Heberden characterizes the condi- 
tion by paroxysmal, usually substernal, 
pain brought on by increased demands of 
the heart, and by the likelihood of termi- 
nation in sudden death. 


Many theories of the pathogenesis of 
angina pectoris have been advanced from 
time to time but at present most of them 
have been abandoned, with the exception 
of: (1) Aortic theory; (2) myocardial ex- 
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haustion theory ; (3) coronary theory ; and 
(4) the myocardial anoxemia theory. 


Sir Clifford Abbutt’ was the great sup- 
porter of the aortic theory and maintained 
that the stretching of a diseased aorta was 
the cause of the pain. It is true that most 
individuals who have died of angina pec- 
toris did have incidental lesions of the 
aorta. However, the aorta can only be 
stretched by elevation of the blood pres- 
sure and there are many cases in which 
there is no preceding rise in blood pres- 
sure. Furthermore, relief can be obtained 
from nitrites without any lowering of the 
blood pressure in many instances. Prob- 
ably the greatest objection to the aortic 
theory is that it fails to explain the phe- 
nomenon of sudden death. For sudden 
death is one of the most striking features 
of the disease, as is well expressed by 
Keefer and Resnik :* “Any hypothesis that 
attempts to explain the nature of angina 
pectoris must account for this remarkable 
feature of the disorder. The likelihood of 
sudden death is the one distinguishing fea- 
ture that differentiates ‘true’ angina from 
all forms of so called ‘false’ angina. The 
lack of appreciation of this point as a car- 
dinal characteristic of the disease has led 
to the confusion of Heberden’s angina 
with other types of cardiac pain that 
should never have been called angina pec- 
toris. The likelihood of sudden death is 
a feature that is indissolubly linked with 
the underlying mechanism of the disease. 
Only by including in angina pectoris such 
cases as are likely to end in sudden death 
does one isolate those cases that corres- 
pond to the original description of the 
disease, and eliminate the cases that bear 
only a more or less close resemblance to 
Heberden’s angina. It is, of course, im- 
possible, in a given instance, to predict 
with absolute certainty the ultimate out- 
come of the case; but when the diagnosis 
‘angina pectoris’ is made, there should au- 
tomatically be the implication that the pa- 
tient may, and probably will, die sud- 
denly.” 


The myocardial exhaustion theory was 
championed by Mackenzie‘ who, neverthe- 
less, appreciated the fact that most cases 
of angina pectoris had coronary disease. 
The exhaustion theory, assuming the abil- 
ity of the heart muscle to become exhaust- 
ed, does not explain, for example, the fre- 
quency of angina pectoris with aortic in- 
sufficiency and rarity with mitral sten- 
osis, though there may be equal degrees of 
myocardial damage; nor does it explain 
why angina pectoris occurs so infrequent- 


ly in congestive failure wherein there is 
extreme exhaustion. 


Edward Jenner first called attention to 
the intimate association of angina and cor- 
onary disease and, in fact, demonstrated 
this association in the heart of the illus- 
trious John Hunter. Although sclerotic 
coronary changes occur in the vast ma- 
jority of cases, there are no small num- 
ber of undoubted cases of angina pectoris 
with normal coronary arteries. Another 
objection to the coronary theory is that 
there are many instances of extensive cor- 
onary arteriosclerosis without angina. 
This is not a serious objection, however, 
for Gross,’ and Wearn," and others have 
shown that the myocardium may have an 
extensive collateral circulation between the 
two coronary arteries and also with the 
Thesbesion vessels. 


It can be easily seen that none of the 
previously mentioned hypotheses is wholly 
adequate. Keefer and Resnik’ in a com- 
prehensive analysis of many cases of an- 
gina showed that in practically every case 
there existed some lesion that interfered 
with proper blood supply to the heart. 
Such lesions are: (1) narrowing of the 
lumen of a coronary vessel by arterioscle- 
rotic change; (2) syphilitic aortitis, or 
arteriosclerotic changes in the aorta with 
encroachment upon the mouths of the cor- 
onary arteries; and (3) aortic insuffi- 
ciency. It is obvious that the first two le- 
sions are capable of diminishing the blood 
flow. Aortic insufficiency also diminishes 
coronary blood flow inasmuch as the cor- 
onary flow depends upon the height of 
the diastolic pressure (for the intraven- 
tricular pressure in systole is greater than 
the aortic pressure). Inasmuch as in aort- 
ic insufficiency the diastolic pressure is 
characteristically low, it is reasonable to 
assume that there is a diminished corona- 
ry flow. This has also been experimental- 
ly proved by Smith, Miller and Grober’. 


Angina pectoris occurring in individuals 
with various types of anemia has been re- 
ported. In the majority of these there 
has been some associated sclerosis of the 
coronary arteries. There have been a few 
cases of angina associated with anemia 
that have shown at autopsy no changes 
in the coronary arteries, aorta or aortic 
valves." * These cases are important in that 
they add further evidence that the cause 
of the pain is diminished oxygen supply 
to the heart. 


One of the most powerful arguments in 
favor of the myocardial anoxemia theory 
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of angina pectoris is the close similarity 
in its clinical aspects to coronary occlu- 
sion, a condition which beyond doubt 
causes an ischemia of-a localized area of 
the myocardium. The pain of coronary 
occlusion is indistinguishable from that of 
angina pectoris in character, situation and 
radiation. Starting usually under the ster- 
num it radiates to the left shoulder, the 
left arm, occasionally both arms, the neck, 
the jaw, or the abdomen; as does the spa;- 
modic anginal pain. It is true that the 
pain of coronary occlusion lasts hours or 
days, whereas the pain of angina pectoris 
lasts only minutes and that various ar- 
rythmias, friction rub, fever and leucocy- 
tosis follow, and nitroglycerine does not 
afford relief; but that is explained be- 
cause the vessel is completely and perma- 
nently blocked and myocardial infarction 
follows. 


Granting that in every case of true He- 
berden’s angina there exists a lesion or 
lesions that cause a reduction in the 
amount of oxygen with which the myocar- 
dium is supplied, it still remains to be 
shown that anoxemia can cause pain and 
an explanation must be advanced for the 
indissoluble linking of the disease with 
sudden death. 


It has long been observed that there was 
a striking similarity between the pain of 
angina pectoris and intermittent claudi- 
cation. Both are spasmodic in character, 
brought on by exertion and relieved by 
rest. There can be little doubt that inter- 
mittent claudication of an extremity is 
caused by diminished blood supply to ac- 
tively working muscles. MacWilliams and 
Webster,” and later Sir Thomas Lew- 
is," did some very significant experiment- 
al work concerning the origin of pain in 
skeletal muscle. They found that when 
the blood supply to the arm was shut off 
by constriction that actual pain was not 
caused even after an interval of as long 
as twenty minutes. If, however, the sub- 
ject was requested to open and close the 
hand at the rate of one time per second, 
pain became severe in about 25 to 45 sec- 
onds following the beginning of the exer- 
cise. If the exercise was continued the 
pain became intolerable in about 60 to 70 
seconds. It is a smooth pain that is con- 
tinuous and does not increase appreciably 
with each contraction of the muscles. If 
the exercise stops but. the circulatory ar- 
rest is continued the pain remains con- 
stant. If the circulation is released the 
pain subsides in a few’%econds. As Sir 
Thomas Lewis says: “Since severe pain is 


known to occur when the coronary artery 
is occluded, whether by ligature or by in- 
ternal clot, it is difficult to refrain from 
concluding that it originates from the 
heart, as it does from the limb, through 
muscular ischemia, and since in the latter 
case it is concluded that the underlying 
process occurs in the muscle fiber and is 
due to muscular contraction, the stimulus 
acting actually in the tissue space, it may 
be assumed that similar processes under- 
lie the pain of coronary occlusion. All our 
evidence is quite compatible with this 
view. The pain of coronary occlusion is 
continuous; it does not come and go with 
the heart beat. It begins as a slight pain 
and grows steadily, and often rapidly, in 
intensity. In these features it is like the 
pain derived from somatic muscle in sim- 
ilar circumstances. In its continuity this 
pain differs from that produced by over- 
loaded involuntary muscle, as for exam- 
ple, the bowel, each separate contraction 
ja induces a simultaneous spasm of 
colic.” 


Furthermore, direct experimental evi- 
dence that myocardial anoxemia causes 
pain has been introduced by Sutton,” who 
demonstrated undoubted pain in the ex- 
perimental animal by ligation of a corona- 
ry vessel, and the absence of pain from 
stretching the aorta and from mechanical 
or chemical irritation of the ventricular 
wall or visceral pericardium. 


There must of necessity be some funda- 
mental relationship between the pain of 
angina pectoris and sudden death. Almost 
half a century ago MacWilliam” first sug- 
gested that sudden death in heart disease 
was due to fibrillation of the ventricles. 
He had observed experimentally that sud- 
den death always followed the onset of 
this rhythm. Resnik“ demonstrated the 
fact that this type of rhythm frequently 
occurred in dogs when subjected to breath- 
ing mixtures of low oxygen pressure. Oth- 
er observers * “ have shown the frequency 
of ventricular fibrillation and its foreru:- 
ner, ventricular tachycardia, in sudden 
death from ligation of the coronary arter- 
ies. The difficulty of obtaining electro- 
cardiographic tracings at the very moment 
of death, particularly when that death is 
without warning, is obvious, but Robin- 
son and Herman” have shown electrocar- 
diographically the frequency of ventricu- 
lar tachycardia in coronary thrombosis. 
Thus the weight of evidence points strong- 
ly to the supposition that sudden death of 
cardiae origin is nearly always caused by 
ventricular fibrillation and that this rhy- 
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thm is likely to occur under conditions 
which interfere with an adequate oxygen 
supply to the myocardium. Not infrequent- 
ly sudden death occurs in heart disease 
in which there has been no pain, but it 
is almost always present in those individ- 
uals who have aortitis, coronary disease, 
or aortic insufficiency, lesions that are as- 
sociated with a diminished oxygen supply 
to the heart. 


Thus the chain of evidence has been 
more or less completely filled that par- 
oxysmal heart pain of the type described 
by Heberden is caused by myocardial an- 
oxemia. This has been done by showing 
the constant association of pathological 
lesions which cause anoxemia in cases of 
angina pectoris; by showing the relation- 
ship of angina pectoris to coronary occlu- 
sion; by making the significant analogy 
between myocardial and skeletal muscle 
pain under similar conditions of exercise 
and deprivation of blood supply, and by 
explaining the method of sudden death :.n 
individuals who have lesions which cause 
a lack of sufficient blood supply to the 
heart to keep pace with the oxygen de- 
mands of the heart. 
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CYSTS OF THE BREAST* 





A. Ray WILEY, M.D., F.A.C.S. 
TULSA 


About fifty per cent of the women dur- 
ing their menstrual life have periods of 
painful or sensitive breasts, usually as- 
sociated with menstrual flow. This may 
vary from a slight uncomfortable ting- 
ling sensation to very painful, swollen, 
tender breasts. Usually it is transitory, 
but may later on develop into a true cys- 
tic condition. As the condition progresses 
and more hyperplasia is produced, more 
and larger cysts are destined to occur. 
The true cystic breasts usually occur in 
women approaching menopause, due, not 
necessarily to menopause, but because it 
is a slowly progressing disease. 

*The above case was reported at the Staff Meet- 


ing of the Morningside Hospital, Tulsa, Oklahoma, 
March 5, 1934 


Cysts of the breast is a fairly common 
condition and only a small percentage of 
those afflicted present themselves to their 
doctor for treatment. The term “chronic 
cystic mastitis” has been used in the past 
to cover roughly all cystic states of the 
breast. It now seems to be crumbling be- 
fore the onslaught of recent research. Ew- 
ing’ classified chronic mastitis under three 
subheads: (a) interstitial, (b) glandular, 
(c) senile. Sir Lenthal Cheatle and Dr. 
Max Cutler’ draw a sharp distinction be- 
tween “mazophasia,” a term which they 
use to designate a process of desquamative 
epithelial hyperplasia of the mastic ducts 
and mastitis. Whitehouse’ questioned such 
a distinction and prefers to group all these 
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cystic states under the name of “masto- 
pathia”. It is true that mastitis is not 
correct nomenclature; lymphocytes may, 
though seldom, predominate about the ac- 
ini, but of course this does not prove that 
it is inflammatory. 

Acinic cystipherous desquamating epi- 
thelial hyperplasia, though a terrible un- 
weildly expression, is the most descriptive 
expressioin yet invented to describe histol- 
ogically, the glandular type of mastitis. 
The interstitial type as evidenced by the 
section of the case here reported, and oth- 
er sections which I have examined, are 
due to the round cell infiltration and con- 
nective tissue surrounding the ducts and 
acini, causing a choking off of the ducts. 


Treatment: Dr. Max Cutler’ pointed out 
that this condition, while often precancer- 
ous, is due to imbalance of the anterior 
pituitary secretion. He was one of the first 
to recommend the use of luetin free ovar- 
ian extract. His results, however, were 
not always satisfactory. 


Whitehouse’ used theelin, securing sat- 
isfactory results in 17 out of 20 cases. 


Taylor’, at the Memorial Hospital in 
New York, reported a series of 102 cases 
treated by one of five methods, as follows: 
(1) observation alone; (2) operation (all 
the operations were on pelvic organs) ; 
(3) non-operative gynecological therapy; 
(4) irradiation of the ovaries, and (5) by 
administration of ovarian substance. He 
reported a 30 per cent cure (31 out of 102 
cases). His best results were obtained by 
irradiation of the ovaries in which he ob- 
tained eight cures out of thirteen treated. 


The following case presents some un- 
usual features and the treatment was 
gratifying from the standpoint of relief 
and yet quite different from any of those 
meme reported, that it is of passing in- 
terest: 


Mrs. L. W. A., age 38. housewife; res- 
ident, Arkansas. First seen 10-25-33. 


Chief Complaint: Painful breasts that 
are rapidly enlarging. 

Present Illness: First noticed one year 
ago, gradual onset with increasing seve~- 
ity. Six months ago first noticed pain on 
elevating arms with pains radiating 'o 
shoulder. Began in right breast and some 
months later developed in both breasts. 


In August, 1933, was examined at clin- 
ic in Toronto, Canada. Biopsy of breast 
made and was told that no malignancy 


existed. From description of treatment 
as given by patient, evidently radium im- 
plants were inserted in right breast. Pa- 
tient also given glandular extract, pre- 
sumably ovarian. Has been taking this 
for two months. 


Past History: Married at 16. One child 
10 years old. 


Menstrual History: Normal in every 
way. 

Former Operations: Perineal repair and 
laparatomy for “adhesions”. Does not 
think any organs or tissues were removed. 
Date, 1927. 


Previous Diseases and Illnesses: None. 


Physical Examination: Height 6614, 
normal weight 16714. Blood pressure 132 
systolic and 70 diastolic, pulse 80, temper- 
ature 98. Robust, healthy appearing wom- 
an. Examination of breasts shows large, 
rather pendulous breasts. On outer upper 
right quadrant of right breast is felt a 
rather large mass, irregular in outline and 
firm to pressure. Skin is not adherent nor 
nipple retracted nor any nippular secre- 
tion. The left breast presents same pic- 
ture except the mass in left is much small- 
er and ill defined. No definite axillary 
glands found, but patient pointed out defi- 
nite tender spots in axillas. Transillumin- 
ation confirms findings. Heart and lungs 
normal. Abdomen normal except rather 
broad supra-pubic surgical scar. Vaginal 
examination shows well repaired perine- 
um. Cervix rather firm, normal in size. 
Uterus small in size, slightly retroverted. 
Left ovary and a mass, biscuit size, is 
firmly fixed in left fossa, probably to 
broad ligament. Right ovary not felt, and 
no mass in right side. Patient is over- 
weight about 30 pounds. The circumfer- 
ence of either breast is 18 inches. 


Both breasts were x-raved, showing dif- 
fuse cysts throughout each. 


Laboratory Findings: Urine normal 
throughout. Blood test: White blood count 
7,200; polymorph 56% ; Wassermann nee- 
ative. 


My patient was put on thyro-ovarian 
medication using the entertic coated tab- 
lets. 


Patient returned February 5, 1934. 
Both breasts had increased so that each 
breast was two inches more in cireumfer- 
ence than previous examination. The ten- 
derness and pain was so great that she 
had very little rest; sleep was extremely 
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difficult. No basal metabolic rate had 
been made. 


The question of treatment was dis- 
cussed. The patient objected to steriliza- 
tion of the ovaries by x-ray. On account 
of the previous history of pelvic trouble 
it was not considered advisable to use x- 
ray treatment. The thought of doing an 
exploratory laparatomy on the pelvis and 
removing any existing mass was consid- 
ered inadvisable as this patient was de- 
manding quick and sure relief and we 
could not assure her that any pelvic op- 
eration would cure her. It must be re- 
membered that this condition is often pre- 
cancerous and that the breasts were rap- 
idly enlarging in size. 

On February 6 both breasts were am- 
putated. Simple mastectomy with plastic 
flaps. It was the patient’s desire to pre- 
serve so far as possible the nipples and 
some semblance of a breast. For this rea- 
son an incision was made, starting at the 
lower, inner quadrant, curving upward to 
the margin of the nipple, then looping ov- 
er the top of the nipple and then carrying 
the incision across the other half of the 
breast in a symmetrical fashion. The 
breasts were then amputated. The lower 
skin flap was then brought upward and 
a wide margin of the upper flap cut away. 


This carried the nipple up towards its nor- 
mal position and did away with a long up- 
per flap. 

The patient made an uneventful recov- 
ery and left the hospital on the sixth post 
operative day. The patient has been free 
from pain and volunteered the informa- 
tion that the first night’s rest that she 
had had in months were the nights imme- 
diately following the operation. 

Pathological findings showed the speci- 
mens consisted of portions of two ampu- 
tated breasts, which contained hard in- 
durated tissue one-half size of hens eyg 
on either side. Each of these areas con- 
tains cysts with much surrounding fi- 
brous tissue. The areas are not definite- 
ly incapsulated. Microscopic examination : 
stained sections through the indurated 
masses reveal the presence of glandular 
acini and ducts, which are fairly normal, 
but which are surrounded by much con- 
nective tissue. There is present an infil- 
tration of small round cells. Essentially 
the same is found of both breasts. 

Diagnosis: Chronic interstitial mastitis. 
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ACUTE PELVIC INFECTIONS* 





HOMER C. MANNING, M.D. 
CUSHING 





Pelvic infections have been the deter- 
mining factor for social and domestic un- 
happiness in countless thousands of wom- 
en. 


While there has been volumes written 
about this subject, it occupies a vital part 
in the every-day practice of both the gen- 
eral practitioner and surgeon. I believe 
that professional opinion is mainly in ac- 
cord with the problems of pelvic infec- 
tions and the variations which do exist, 
pertain largely to the surgical manage- 
ment. Therefore, nothing original can be 
given to you but I hope to focus your at- 
tention on a review of established facts, 
with certain beliefs and impressions which 
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have been acquired from my private prac- 
tice for the past twenty-five years. 


Since eighty per cent of acute pelvic in- 
fections are the result of that antique bug, 
“the gonococcus,” and a large proportion 
of the major surgery done pertains to the 
relief of this condition, I will give a brief 
history of it and dwell along this phase 
of the subject. The reason I say antique, 
I believe the disease existed among the 
Greeks and Romans. You will find in the 
fifteenth chapter of Leviticus where the 
Israelites had careful instructions how ro 
avoid contagion from urethral discharge. 
In 1857 Bernutz and Gonpil published a 
treatise on the relationship of gonorrhea 
to pelvic peritonitis and salpingitis. In 
1872-76 Emil Noeggeroth contributed to 
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the subject. In 1879 Neisser discovered 
the gonococcus. 


PATHOLOGY 


The disease comes in contact: First, 
with the meatus, infecting the urethra and 
skene’s glands which lie just within the 
meatus. Bartholins glands on both sides 
are frequently involved. The vagina be- 
ing lined with squamous epithelium is 
somewhat immune. The cervix is next in- 
volved. It is red, swollen, erosive, throw- 
ing off an exudate of thick purulent dis- 
charge that has a characteristic odor. The 
germ now travels though the cervix (ca- 
nal) into the uterus, extending up the 
walls to the cornu, out into the tubes. This 
invasion is different from the pyogenic 
organism. In post partum pelvic infec- 
tions they pass laterally through the birth 
canal into the blood and lymph channels. 
It escapes through the ostium of the tubes, 
the pelvic peritoneum and external surface 
of the ovaries become involved. General 
peritonitis is rare but we have in all cases 
of gonorrhea! salpingitis a pelvic periton- 
itis. The involvement of the pelvic organs, 
resulting in tissue destruction, is variable. 
Often a simple swelling of the tubes non- 
palpable is all that occurs. We are taught 
that when pus forms in the tubes we find 
a sausage-like tumor. This has not been 
borne out in my experience. We more oft- 
en find a tubo-ovarian mass, fixed and 
wedged downward in the cul-desac and 
more or less globular in conformity. Free 
pus (abscess) may form in the cul-desac 
and anterior to the ligaments. The uterus 
may be swollen and the seat of acute met- 
ritis. Retroversion and retroflexion is a 
good point to consider in inflammatory 
pelvic disease, since the disease is usually 
confined to the posterior half of the pel- 
vis. The adhesions may pull the uterus 
backward. The uterus may become adher- 
ent to the bowel and adnexa in the posi- 
tion of retroversion. The adjacent abdom- 
inal organs, namely, sigmoid, coils of ile- 
um and omentum, may be adhered to the 
pelvic organs, sealing off the general peri- 
toneum. The appendix is often involved 
by contiguity and often is adherent to the 
tube or orvary. We will not consider here 
the extension of the disease to the extra 
pelvic organs, such as cystites, pyelitis 
and gonorrheal rheumatism. 


SYMPTOMATOLOGY 


The onset is usually very acute with con- 
tinuous pain over lower abdomen; may be 
lateral but generally it is distributed 


throughout the pelvis. Fever 102-104, 
pulse usually corresponds in elevation. 
Gastro-intestinal symptoms usually absent 
although we sometimes have nausea and 
vomiting. The lower abdomen is very ten- 
der on palpation, generally more marked 
over one side. There should be consider- 
able vaginal (leukorrhea) discharge and 
frequent desire to empty the bladder and 
dysuria but I have noticed in a number of 
cases the absence of these symptoms in 
the acute stage. These acute attacks are 
often flare-ups of a long standing chronic 
case. We usually get the history of fre- 
quent micturition, persistent vaginal dis- 
charge and vaginal and pelvic soreness. 
Sometimes the symptoms are so mild that 
the patient may have not recognized it. I 
have noticed the little difficulty patients 
have with bowel action. Seems when there 
is so much inflammation and perhaps ad- 
hesions of sigmoid, there would be more 
pain. Vaginal examination is instructive 
but I have found it uncommon to find the 
usual signs we are taught to look for are 
absent in acute pelvic envolvement, name- 
ly, urethritis and the protruding swollen 
meatus, red swollen mucus surface with 
the usual discharge. These are absent in 
a majority of the cases I have had. This 
leads us to believe that the acute infection 
of the lower genital tract dates far back 
of the envolvement of the pelvis. The acute 
secondary salpingitis is apt to be more 
severe and more destructive than the pri- 
mary attack. Due to the fact that the pre- 
ceding chronic process has been causing 
slow damage to the pelvic organs, which 
become permanently dislocated and dis- 
torted by adhesions. Thus a tube, ovary, 
or bowel that has become adherent may 
cause such damage, especially an intes- 
tinal adhesion that may cause a mixed in- 
fection in the pelvic inflammatory process. 
This adds more danger of a peritonitis 
and a greater tendency to the formation 
of large abscess than in the first type. 
The symptoms and course of the second- 
ary acute salpingitis are very similar to 
those in a fresh case. There is usually, in 
the secondary form, a history of similar 
attacks of a pelvic inflammation. Biman- 
ual examination is of very little help, al- 
though the cervix is usually tender and 
uterus fixed, abdominal muscles rigid and 
tender. Hard to satisfactorily map out, 
perhaps present masses, until acute symp- 
toms subside. Rectal examination shou'd 
be done in all cases, keeping in mind the 
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uterus and cervix feel much larger than 
when examined through the vagina. 


DIFFERENTIAL DIAGNOSIS 

1. Acute Appendicitis would be the most 
important differential diagnosis. The ap- 
pendix is part of the gastro-intestinal sys- 
tem, so you would have a disturbance of 
function of this system. Pain, intermit- 
tent in character, usually begins in the 
epigastric region. Pain is near McBur- 
ney’s point. Rigidity right rectus-muscle. 
Both recti-muscles rigid and pain lower in 
pelvic trouble. 


2. Ectopic Pregnancy is more apt to be 
confused with subacute or chronic forms 
of salpingitis than with acute. On ectopic 
pregnancy the period is a little late; sud- 
den onset of pain. The period comes on 
and remains as a constant irregular flow, 
not just normal. If rupture occurs, may 
have signs of abdominal inflammation but 
the fever is low. The picture of hemor- 
rhage is present. Feeling fainty is a val- 
uable sign. 


3. Torsion of Ovarian Cyst if seen late 
may be mistaken for uni-lateral tubo-ova- 
rian abscess, due to gangrene. Mass may 
be fixed as in inflammatory disease. The 
temperature may be high, main differen- 
tia] points should be the previous evidenve 
of a tumor. The cystic character and 
smoothness of the mass, the very sick ap- 
pearance, rapid pulse, and the absence of 
history and symptoms of genital tract in- 
fection. 

TREATMENT 


Acute pelvic infections should be treat- 
ed conservatively in its early stages. I 
have never seen a pelvic peritonitis be- 
come general, so don’t pay much attention 
to position ; complete rest, mental and phy- 
sical; morphine if needed for pain; hot 
vaginal douches and flax seed poultice is 
valuable in relieving pain. Rectal enemas, 
rather than physics. All other supportive 
measures with which vou are familiar. I 
have used the protein therapy in many 
cases with apparently good results. Some 
surgeons operate early, remove or drain 
the tubes. Personally, I prefer waiting 
if possible until acute stages are over. The 


disease becomes limited, the pus has be- . 


come sterile. You can be more conserva- 
tive in the saving of important organs. | 
have seen many tubo-ovarian masses dis- 
appear and pregnancy occur later. 


Briefly will give a few indications for 
operation : 


1. Operate after the acute stages, when 
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induration tubo-ovarian masses, pain and 
soreness persist. 


2. Operate all chronic recurrent cases. 
3. Operate all free pelvic abscesses. 


4. Operate all cases, even in the fever 
stage, that have recurrent attacks, never 
getting well between attacks, where there 
is invalidism and life is threatened. 


5. Operate in the fever stage when the 
diagnosis is uncertain between that of ap- 
pendicitis, rupture, extopic pregnancy and 
torsion of ovarian cyst. If a favorable time 
can be chosen, it is with falling leukocyte 
count, temperature and acute symptoms. 
Operate after the temperature has re- 
mained normal one week and does not 
come up after pelvic examination. 


DISCUSSION 


Dr. Manning: 1 should like to ask Dr. 
Kuhn to discuss this paper. 


Dr. Kuhn: 1 am just a little fearful :t 
won't do for me to get started on this sub- 
ject. In the first place, you were going 
to talk on acute pelvic infections and then 
you rambled on until you got some that 
are very chronic. I have been handling 
acute salpingitis for a long time. I am 
quite certain I see and handle a hundred 
cases a year. I have been teaching gyne- 
cology for a long time, and I start my lec- 
tures on acute gonorrheal salpingitis to 
these students with this remark: That one 
hundred per cent are curable without op- 
eration, or someone has made a most ter- 
rible mistake. All acute gonorrheal sal- 
pingitis cases, if seen early and handled 
correctly, are curable without operation, 
or someone has made a mistake. I could 
talk from now until the cows come home 
on that one subject, but I will not elabor- 
ate. I will say, furthermore, that the man- 
agement of acute gonorrheal salpingitis 
is to my mind one of the simplest prob- 
lems in surgery. That may sound like 
rather a broad statement. I have never 
found in my private practice with my pa- 
tient in the home but few instances where 
I didn’t have one hundred per cent coop- 
eration on the part of the patient, and that 
one hundred per cent is the thing than 
means one hundred per cent cures. I want 
to discuss just this in especial on the treat- 
ment the doctor has indicated. I never 
under any circumstances permit a douche 
in gonnorrhea. I prohibit it on my first 
meeting with the patient and if I ever find 
that they have been taking douches that 
means they have dismissed me, and I make 
it so clear in the beginning that either 
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they dismiss me before they begin or they 
stick. I think immeasurable damage can 
be done in any case, even in the male, by 
that form of treatment. Second, where 
acute salpingitis is present I think that 
it is not possible to make a serious mis- 
take in diagnosis. Isn’t that an awfully 
broad statement, and haven’t I made some 
awfully broad statements, but I think that 
is true. As to the differentiation between 
that and acute appendicitis, if you have 
been called early enough and if you have 
been careful in your history, appendicitis 
is definitely a gastro-intestinal disease 
and the symptoms of appendicitis begin 
as such, with gastro-intestinal symptoms. 
You are more likely to be called later in 
appendicitis than you are in acute sal- 
pingitis, so your history will be very eas- 
ily obtained. There are rare instances 
where there is a concurrence of the two 
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diseases at approximately the same time, 
and in this particular occurrence the in- 
fecting organisms are of course different. 
I have seen two such cases in my service 
in the last seven years. These, I will ad- 
mit, are very puzzling cases. 


I think I will ask if someone else has 
something to say. There are just a few 
of the old guard left. I do want to thank 
you for sitting through finally until the 
end. I feel that I have been rather sig- 
nally honored by getting together and 
having offered to me such an enormous 
group of very fine papers. I wish to say 
with very little exception that the papers 
we have heard on surgery in this meeting 
have been papers of the very highest type. 
Some of them showed an enormous amount 
of study, and they will certainly make an 
interesting study in our State Journal. 





HEADACHES, BACKACHES, DUE TO MALPOSITIONS 
OF THE UTERUS AND DYSFUNCTIONS 
OF THE OVARIES* 





LEALON E. LAMB, M.D. 
CLINTON 





Headaches and backaches in women who 
enter a surgeon’s or especially a practi- 
tioner’s office are one of the largest group 
of sufferers contended with; one that is 
less scientifically gone into and one for 
which the cause is less scientifically gone 
into and one for which the cause is least 
often found because of the fact that the 
medical profession take the attitude that 
women, especially those who have had one 
or more children, are normally supposed 
to have these symptoms the remainder of 
their lives, or that the cases are far too 
much trouble and have too much work at- 
tached to finding the cause. In other 
words, most physicians and surgeons had 
rather give the patient a few aspirin tab- 
lets hoping that she will never have a re- 
turn of the symptoms, or that she will 
consult some other doctor the next time. 


These patients are chronic sufferers, 
never knowing what it is to have a day 
of feeling absolutely well, and if you—her 
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physician or surgeon—give her relief she 
will never finish singing your praises to 
the public. 


The subject of headaches and backaches 
caused by and from malpositions of the 
uterus and dysfunction of the ovaries is 
a broad one, and one to arouse much 
thought and consideration in both the sur- 
gical and medical field. I have gotten my 
subject matter and have written this pa- 
per almost entirely from personal obser- 
vation, examinations and treatment of 
women classed in the above category. 


Headaches and backaches both, or eith- 
er, are the chief complaints, or important 
among the chief complaints, registered by, 
I should judge, 33-1/3% of all the female 
patients between the ages of 18 to 50 
years, who enter a diagnostician’s office 
or examining room and, of course, in the 
women who have given birth to one or 


* more babies, the per cent is stepped up 


to from 30-1/3 to 80%; in other words, 
the ratio is relative to the number of chil- 
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dren born and to the care of the mother 
during parturition. In these cases a very 
thorough history must be gotten as to the 
relation of their symptoms and organic 
or functional disturbances prior to and 
after childbirth, and in other words a good 
differential diagnosis. 


The most common causes of headache 
are, especially: (1) constipation; (2) eye 
strain; (3) hypertension—high blood 
pressure with or without nephritis; (4) 
nephritis with or without high blood pres- 
sure; (5) nervousness, which is heredi- 
tary thyroid, emotional or some other of 
the less common causes; (6) infection 
from pyelitis, tonsillitis, cares, sinusitis, 
etc.; (7) migraine; (8) female trouble 
which can be due to old lacerations or re- 
laxations from childbirth, or from a dys- 
function of the ovaries, i. e., a hyposecre- 
tion of the ovaries. Thus a good history, 
physical, laboratory examination, plus an 
eye examination by a specialisc will rule 
out constipation, eye strain, nephritis, 
high blood pressure, nervousness, from 
thyroid or hereditary, nervousness and 
headache, emotion and infection. This 
leaves us with a headache which, if not 
caused by one of the remote causes such 
as brain tumor, a meningeal irritation of 
some nature, etc., is the direct result of 
a female disorder which comes from an 
abnormal condition surrounding the uter- 
us and its attachments, or the ovaries 
themselves, or both. In other words, if 
this patient has old lacerations or a uterus 
badly out of position, a surgical interven- 
tion is by far the most successful and im- 
mediate procedure of relief; if the path- 
ology in the anatomy of the uterus and its 
attachments is not acute enough to cause 
the symptoms, then the diagnosis by a 
process of elimination is brought to a hy- 
posecretion and dysfunction of the ova- 
ries. (The treatment of these genital dis- 
orders will be discussed later in this pa- 
per.) These cases almost invariably give 
a history of menstrual disturbance, either 
irregularity or dysmenorrhea; backache, a 
symptom in this phase, particularly if as- 
sociated with headache, is practically path- 
ognomonic of a genital disturbance, but 
which reasonably enough must be differ- 
entially diagnosed. By laboratory proced- 
ure and physical examinations, a kidney 
infection or a nephritic kidney destruction, 
must be ruled out; also a myositis from 
focal infection, traumatic injuries to the 
spinal column and anatomical malforma- 
tions must be considered. 


If these and the other remote causes 
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of backache be considered and ruled out, 
then we must necessarily associate this 
symptom along with headache as described 
before to a disturbance of the genitals. 
These cases who have both the headacne 
and backache are usually only relieved by 
surgery. A thorough pelvic examination 
will disclose a uterus more or less acutely 
out of position and often with one or sev- 
eral lacerations of the cervix, with an en- 
do-cervicitis and endometritis of varying 
degrees. 
TREATMENT 


The treatment of headaches and back- 
aches coming from anatomical pathology 
of the uterus and its attachments, such 
as mentioned before, i. e., lacerations, re- 
laxations and malpositions of the uterus, 
is purely surgical and the technic in “e- 
lieving these conditions is slightly differ- 
ent with every surgeon, but the idea fol- 
lowed out is essentially the same. 


The treatment of the cases who have 
by elimination been classed as those at- 
tributed to a hypo-ovarianism is one that 
must be treated medically, but of course 
cases presenting a surgical condition of 
the genitals and with a suspected hypo- 
ovarianism ; the surgical aspect of the case 
must necessarily be taken care of first 
in order to conscientiously diagnose a com- 
bination of the two. If surgery is resort- 
ed to and still the symptoms remain, then 
one must necessarily resort to the medical 
treatment. 


To give you the medical treatment of 
these cases purely ovarian in cause, I am 
going to give you three brief case reports 
and what was done for them: 


CASE NO. 1 
Mrs. H.: Age 42, stenographer. Lab- 
oratory and physical negative. 


P. H.: Past illness essentially negative 
as to present illness. Menstrual periods 
began at age of 14; regular, with but lit- 
tle pain; moderate flow of about six days’ 
duration, 


P. I.: Began 19 years after child was 
born. At that time, 1915, she began hav- 
ing mild headaches before, during or after 
her menstruation that have gradually and 
progressively grown worse up to the pres- 
ent date of treatment. The headaches have 
been so severe for the past year or more 
that as a last resort opiates in moderately 
large doses have been resorted to for re- 
lief, and complete relief was not had then 
under two to four days. 


About twelve years ago this patient de- 
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veloped symptoms of a beginning exoph- 
thalmic goitre which gradually became 
worse until she consulted a physician who 
treated her with iodides, intravenously 
and orally. She was treated in this man- 
ner periodically for about nine years (r2- 
fusing operation all the while) until her 
thyroid symptoms disappeared, except a 
slight exophthalmus which remains even 
at the present date. (Dr. R. M. Howard 
saw this patient about nine weeks ago and 
after complete examination, including 
blood pressure readings and a metabolism 
test, declared her not suffering at pres- 
ent from goitre; in other words, the blood 
pressure and metabolic rate were within 
the limits of normal.) 


This patient has been given 2 cc. of the 
extract from the interior pituitary body 
every other day for the past seven weeks 
and her headaches and extreme nervous- 
ness have disappeared. (Is this tempor- 
ary or permanent, or will she of necessity 
require more of the same treatment or pe- 
riodic treatment until she reaches the 
menopause ?) 


CASE NO. 2 


Miss C.: School teacher, age 26. Lab- 
oratory and physical essentially negative. 


P. H.: This patient’s past history is es- 
sentially negative as to present illness. Pa- 
tient began menstrual cycle at age 16 with 
severe cramps three or four days preced- 
ing start of flow. This condition remained 
through four years at which time she fin- 
ished enough of her education to become 
a grade school teacher. 


P. I.: After teaching a few months she 
became extremely nervous and in addition 
to her dysmenorrhea she developed severe 
sick headaches, usually during the three 
or four days prior to her menstruation 
starting. These headaches and cramps re- 
mained until the first semester of school, 
the fall of 1933, when she began a series 
of 1 cc. anterior pituitrin hypoder- 
mically every other day for three weeks, 
during which the headaches and cramps 
subsided and finally stopped. She consid- 
ered herself cured and did not report fur 
further treatment. This patient remained 
apparently cured of her symptoms until 
about six weeks ago when she reappeared 
with the complaint that slight symptoms 
of headache and dysmenorrhea were re- 
turning. She requested further treatment 
and since that time has had 1 ce. of an- 
terior pituitrin hypodermically three times 
weekly, one day intervening between treat- 
ments and has again gotten complete re- 


lief. (Whether or not this treatment is 
permanent, is problematical.) 


CASE NO. 3 


Fay Cook: Age 16. Menses started at 
age 15, being regular one or two months 
then would miss one or two months; no 
pain; sick about six or seven days, with 
nose bleed every period she missed. Her 
weight was 92 lbs. She had eleven 1 cc. 
shots of anterior pituitrin every other day 
and gained to 103 lbs., making a total gain 
of twelve pounds. 


Gentlemen, in conclusion, let me state 
that my sole and primary reason for hav- 
ing chosen this subject is its tremendous 
prevalence and the fact that so little is 
being done for its relief. 


DIscussioN—By Dr. Osborne: 

I think that probably after Dr. Lamb 
is as old as I am he will think of 
other causes of some of these headaches 
and backaches. It is a complicated sub- 
ject, undoubtedly, and he has put a lot of 
thought on it. I am not convinced that 
very many headaches or backaches are due 
to malpositions of the uterus. One of the 
most trying things in my experience :s 
to have a patient come into the office and 
say that she has been told that her uterus 
is out of place. I usually tell them that 
the tongue can assume a different posi- 
tion in the month, too, and that the uterus 
is a movable organ. If it is not bound 
down by adhesions it very seldom causes 
any trouble. A careful examination of 
these patients who complain of backache 
often reveals that the patient is also suf- 
fering from hemorrnoids or enlarged 
veins of the broad ligaments, or endocer- 
vicitis, or something that will require at- 
tention before they will get any relief. 
That will be the surgery that will be re- 
quired to correct the backache. Cystitis 
is a very common cause of backache. But 
I am not convinced that many of them 
are due to malpositions unless there are 
adhesions. As to hypo-ovarian function, 
I will say that we don’t know so very 
much about that. We do know that the 
thyroid even is stimulated by the ovarian 
action and in some cases the stimulation 
of the ovarian function will cause a little 
increase in the thyroid action and you get 
some reliet, but I have also seen cases 
where if you give them an extra large 
dose of this Antuitrin S they will howl 
with headache from the time you give it 
until they come in again and it is better 
not to repeat it. 1 don’t know of any oth- 
er of these organic preparations that pro- 
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duce a headache quicker than Antuitrin S 
if given in too large a dose. I don’t give 
over five minims at a dose. There are so 
many causes of backache. A mere back- 
ache doesn’t mean much more than what 
women complain of as “stomach ache” 
sometimes. They consider everything their 
stomach from the chin to the knees, and 
it is about the same way with backache. 
I say that women that are worn out and 
tired from household duties and family 
responsibilities will] complain of pain be- 
tween the shoulder blades. Their back- 
ache is high up and altogether different 
from the sacroiliac pains, and a good rest 
will help them out. In these times of de- 
pression I think the backaches and head- 
azhes will exceed the 33-1/3% the doc- 
tor mentions, and | have seen some of 
them when they recuperate their finances, 
their headaches and backaches will disav- 
pear. I believe that is all I have to say. 


Dr. Pierre N. Charbonnet: I would like 
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to make just a very few brief remarks. 
It has been my impression that the ma- 
jority of my patients with backaches are 
cured by the orthopedic surgeon rather 
than myself. I think only a small per- 
centage are caused from malpositions of 
the uterus or ovarian dysfunction. The 
best therapeutic test I know of is the fit- 
ting of a properly holding pessary. If that 
practically relieves them we know the 
uterus is the cause of the trouble. If it 
does not we must look elsewhere for the 
cause. On the other hand, I have found a 
large percentage of women particularly 
who have gone through childbirth have 
relaxation of the sacroiliac joint. They 
may be having trouble with tne arches of 
the feet. The orthopedic surgeon can cure 
more of them than I can. As for the hypo- 
ovarian function, I think we are more or 
less in the dark on that subject until we 
can devise tests for the hypo- and hyper- 
ovarian function, as they are so very much 
alike. 
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BACTERIOPHAGE AND PERITONITIS* 





RAYMOND G. JACOBS, M.D. 


ENID 





Much has been done in educating the 
laity about the delay in hospitalization and 
misuse of laxatives in abdominal pain, yet 
the death rate in general, except in cer- 
tain communities, has not greatly de- 
creased. Intensive education on a national 
basis will diminish the number of gan- 
grenous perforated appendices with all its 
complications, but will never entirely re- 
move the disease. We will always have it 
with us. Consequently it behooves us to 
increase our efficiency in the treatment 
of this condition. 


Dr. Hollis Allen of St. Louis conceived 
the idea of pouring a solution of B coli 
bacteriophage into the abdomen of these 
cases of peritonitis at the time of opera- 
tion. He supplied the bacteriophage made 
in his laboratory and it was used in cases 
operated for peritonitis from perforated 
appendices. The City Hospital appeared 
to be the best place to try this because of 
the two similar emergency surgical] units, 





*Read before Section on Surgery, Annual Meet- 
ing, Tulsa, May 1934, 


active and alternating every other twenty- 
four hours and each with a resident sur- 
geon of equal training and ability. There- 
fore, one surgical unit used the prepared 
bacteriophage in all its cases of peritonitis 
and the cases of the other unit acted as 
controls, receiving regular surgical treat- 
ment without the phage. The first five 
months the B coli bacteriophage in use 
had been prepared by Dr. Allen, and dur- 
ing the second five months a mixed phage 
supplied by a pharmaceutical company 
was substituted. 


First, I shall make a comparable report 
of the interesting findings as they were 
recorded in the histories, and finally, the 
results of the two types of treatment of 
the cases of peritonitis. 


The average age with and without the 
phage was 25 and 26 years, respectively. 
The oldest patient was 72 years and the 
youngest 5 years. The group treated with 
the phage consisted of 32 men and 17 wom- 
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en. The men predominated in the con- 
trol group by 39 and 9, respectively. 


In both groups more than two-thirds 
were nauseated and vomited and over one- 
half had taken a cathartic before admis- 
sion. About one-third of the cases made 
no remarks concerning purgatives. Salts 
and Ex-lax were the most popular ther- 
apy. The average length of the illness be- 
fore admission was 2.8 and 3.9 days for 
the group with and without the phage. 


The temperature and pulse rate was 
100.6 and 100, respectively, for both 
groups. The white count for the group 
with the phage was 16,000, just 1,000 
more than the control group cases. The 
extreme counts were 32,000 and 7,000 in 
these cases of peritonitis. 


A physical finding that was found to 
be rather indicative of peritonitis was 
pain and tenderness over the involved area 
following sudden release of pressure by 
the palpating hand. This rebound tender- 
ness was present in 60 of the 97 cases; 
only one was reported as negative. The 
remaining 36 were not examined for re- 
bound tenderness. 


Spinal anesthesia was employed in 
about 75% in the phage group and in 
about 50% in the control group. The for- 
mer had two deaths and the latter five 
deaths. Ethylene and ether were equally 
used with one death for each group. Drop 
ether was used for six and two cases with 
two and one deaths, respectively. There 
were no deaths from the use of nitro"s 
oxide, being only used in one case for each 
group. The deaths were not due to any 
influence of the anesthesia, as could be as- 
certained from the death certificate diag- 
nosis. 


The right rectus muscle splitting and 
McBurney incisions were used forty-four 
and five times with two and three deaths 
each, respectively, in the phage group. In 
the control group the right rectus, McBur- 
ney and midline incisions were performed 
in 31, 16 and 1 case, respectively. All the 
deaths occurred in the right rectus in- 
cision. 

The notations concerning the discharge 
following operation was not entirely clear. 
All the cases, with a few exceptions, had 
a profuse, foul discharge by the third post- 
operative day. A great many were report- 
ed as foul on the first day. The cases with 
the phage during the first three months 
gave the impression of not being so foul, 
but observation later did not positively 


confirm this. Certainly they became very 
purulent and odorous. 


This report consists of 97 cases of which 
49 were given the bacteriophage and 48 
were treated without. This group includes 
only those cases in which a diagnosis of 
gangrene, perforation or peritonitis or 
abscess was made from the gross speci- 
men. All of the wall had to be gangrenous 
in at least one-third of the area to be in- 
cluded. The group treated with the phage 
had 11 gangrenous, 22 perforated and 16 
perforated appendices with abscess. The 
control group consisted of 9 gangrenous, 
22 perforated and 17 perforated appen- 
dices with abscess. As to location, there 
were 15 and 10 retrocaecal appendices, 
respectively. B coli was the most frequent 
report from cultures taken at the time of 
operation. 


The appendix was completely removed 
with only one or two exceptions in each 
group. The infected stump was ligated and 
cauterized with phenol, alcohol and no at- 
tempt made at inversion. Adequate rub- 
ber drains were suitably placed, the gauze 
abdominal pack removed and the vial of 
bacteriophage poured in at the site of 
pathology and the incision partially closed. 
The average operative time for all cases 
of both groups was 35 minutes, 


For the ten-month period there were 5 
deaths in the 49 cases treated with the 
bacteriophage, having a mortality rate of 
10%; the remaining 44 cases were dis- 
charged in good condition, having had a 
hospitalization of 20 days. The hospital 
days for those that died was 14. The two 
extremes in hospital days were 57 and 1. 


The control group had 7 deaths out of 
48 cases with a mortality rate of 14.5%. 
The remaining 41 were in the hospital 
over a period of 22 days. Those that died 
were in for 17 days. The longest and 
shortest hospitalization was 46 and 5 days. 
The causes of death were peritonitis, mul- 
tiple abscesses, obstruction and septicemia. 
One of the phage cases had apparently 
recovered from her appendiceal absces;, 
but died from dementia and C.N.S. Lues. 
The complications of the cases that recov- 
ered were one with peritonitis, two with 
post-operative pneumonia, one with phleb- 
itis and one patient was pregnant. They 
all had peritonitis. 


The first five months the bateriophag2 
used was prepared in Dr. Allen’s labora- 
tory and was a B coli type and the mor- 
tality rate was four deaths in 29 cases, 
or 13.1%. The control group had four 
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deaths in 33 cases, or 12.1%. During the 
second five months a pharmaceutical 
mixed bacteriophage was substituted. It 
consisted of B coli, staphylococcus, strep- 
tococcus and pneumococcus proteins in so- 
lution. There was one death in 20 cases, 
giving a mortality of 5%. The control 
group had three deaths in 15 cases with 
a mortality of 20%, 


A difference of only 4% in the death 
rate between the two groups over the en- 
tire ten months is not very impressive as 
to the value of bacteriophage. But then 
during the first five-month period a sin- 
gle strain B coli bacteriophage of un- 
known quality was used, having no ad- 
vantage over those treated only by suc- 
gery, as shown above. During the second 
five months, using a phage of known qual- 
ity, potency and proportion, as far as this 
can now be ascertained, there was one 
death in 20 cases of peritonitis. 


Whether this proportion would have 
maintained itself over a longer period in 
several hundred or a thousand cases, we 
do not know. Certainly no harm was done 
by using the solution and from all indi- 
cations it appears to be of value and 
worthy of further study. 


DISCUSSION 


Dr. Kuhn: This seems to be a move in 
the right direction. Some of us know 
what bacteriophage is, and no doubt we 
will be hearing more about it in the fu- 
ture. 


Dr. C. Hotz, Tulsa: Dr. Jacobs present- 
ed a very interesting topic. He has done 
pioneer work in developing the treatment 
of ruptured appendix with bacteriophage. 
Appendicitis in the United States is on the 
increase. The mortality has been stepping 
up from year to year. There are still more 
than twenty thousand deaths per year in 
the United States from appendicitis. The 
mortality rate in ruptured appendicitis 
has probably dropped down a very small 
per cent. I think the American living hab- 
its, the diet and sedentary life, and ca- 
tharsis have a great deal to do with rup- 
tured appendix and always has done so. 
There was nothing added to the actual 
treatment of appendicitis in recent years 
until the development of bacteriophage. 
Recently the first colon bacillus, staphy- 
lococcus and streptococcus has been used 
and apparently with good results. There 
apparently has been a marked lowering 
of the mortality rate. I recently read a 
report of 29 cases in which bacteriophage 
was used with a mortality of 5%. We 
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don’t know so very much yet about this 
particular method of treating appendicitis, 
and certainly a greater number of cases 
must be treated by this particular method 
before a definite conclusion can be drawn 
from it; however, I believe bacteriophage 
is the active principle which is lowering 
the mortality rate in these cases. 
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CROSSED EYES MUST BE CORRECTED AT 
EARLY AGE 








The treatment for cross eye must be begun as soon 
as it is recognized. Parents who for one reason or 
another delay or postpone helping a child whose eye 
is turning crooked are guilty of inexcusable neglect, 
Dr. Hyman Cohen says in an article on “Structural 
Abnormalities of the Eyes,” appearing in the Decem- 
ber Hygeia. 


Cross eye does not improve of itself as the child 
grows older; the tendency is for the condition to be- 
come worse. In some cases the eye may be straight- 
ened later, but its power of sight is gravely im- 
paired. 


Poverty is no excuse for delay. Eye clinics and 
competent specialists in all the larger centers of pop- 
ulation provide free treatment and directions for con- 
tinuing treatment at home. 
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TREATMENT OF CHRONIC BRIGHT’S DISEASE 








James P. O'Hare, Boston (Journal A. M. A., No- 
vember 3, 1934), in his discussion on the treatment 
of chronic interstitial nephritis, applies the term 
“chronic Bright's disease’’ to chronic glomerulone- 
phritis, chronic vascular nephritis and chronic nephro- 
sis. The most important form of treatment, without 
doubt, is a diet that aims at a proper balance between 
food intake, the ability of the kidnevs to excrete end 
products, and the general needs of the body. He 
stresses the following points: 1. Chronic hypertensive 
nephritis is not a disease of the kidneys alone. In- 
telligent treatment demands an intelligent understand- 
ing of all the problems involved. 2. Overtreatment 
may be quite as harmful as undertreatment. 3. Chron- 
ic nephrosis is fully as great a nonrenal problem as 
chronic nephritis. Before thoroughly satisfactory treat- 
ment for this condition can be devised, much new 
knowledge must be forthcoming. 
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CHRONIC BRUCELLOSIS 








Alice C. Evans, Washington, D. C. (Journal A. M. 
A., Sept. 1, 1934), summarizes the main facts relative 
to the incidence of chronic brucellosis as follows: 
1. Contact with the casual organism is of common 
occurrence. 2. The severity of infection is known 
to vary from the acute disease to a form so mild 
that the subject is unaware of the illness. 3. Clinical 
diagnosis is extremely difficult, even in severe cases. 
4. Brucella infection is known to occur in animals 
that appear to be healthy. 5. There exists in this 
country a common malady—the so-called neurasthenia 
—which in its clinical manifestations cannot always 
be distinguished from chronic brucellosis. These facts 
challenge the right of a physician to make a diag- 
nosis of neurasthenia—a diagnosis regarded as dis- 
honorable by the patient, and also by his family, his 
employer and his friends—without considering, among 
other possibilities, the possibility of chronic brucel- 
losis. 
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MEN OF MEDICINE FAMOUS IN OTHER FIELDS 





It is safe to say that people engaged in 
any intellectual activity do not grow to 
their full intellectual stature without more 
or less serious excursions into fields out- 
side of their own professions or callings. 
This is particularly true in connection with 
scientific pursuits, for there is a well rec- 
ognized unity of knowledge so that one 
part of it has an important bearing on the 
other parts of it. 


In the paragraph that I have just writ- 
ten, I speak of “scientific pursuits,” and 
almost immediately I follow with a state- 
ment about the “unity of knowledge’”’ in 
a way that would indicate that science and 
knowledge might be properly regarded as 
synonymous terms. Broadly speaking, that 
is exactly true, for what is science but 
“knowledge as of facts, laws and proxi- 
mate causes, gained and verified by exact 
observations and correct thinking?” 


So, then, the man of science—that is, 
the man who is anxious to acquire knowl- 
edge about facts and laws and proximate 
causes in his own profession—goes out, 
when he can, to gather information from 
ancillary and associated fields of knowl- 
edge. In doing that, he may be so in- 
trigued by the beauties of the new field, 
or the problems of the new field; by the 
awakening of latent conceptions; by the 
overwhelming possibilities of this new 
place where he has never seriously worked 
before that he stays there and works. Men 
like these stay and work, and the world 
is blessed by such decision and determin- 
ation, for some of these men have changed 
the course of human thinking and revolu- 
tionized the trend of human endeavor. 


Nicolas Copernicus (1473-1543), being 
the protege of a prince-bishop, was as- 
signed to a position in the church, after 
he had completed his preliminary educa- 
tion. In the year 1500, while delivering 
lectures on astronomy in Rome, he ob- 
served an eclipse of the moon. The next 
year he matriculated in medicine at Padua, 


and, after his training there, practiced 
medicine. Up to 1512 he was the medical 
attendant of the prince-bishop, who hap- 
pened to be his uncle. He practiced med- 
icine, but, with an income of about $2250 
a year, he managed to construct and equip 
a tower which was called Curia Coper- 
nicana, in which he studied the stars. 


Copernicus is known as an astronomer, 
and it is appropriate that he should be sv 
known, because, even before the human 
intellect was freed from the thraldom of 
the Dark Ages, he conceived and proved 
and established the revolutionary helio- 
centric theory of the universe. 


The name of Copernicus is immortal, 
and as we think of him it is interesting 
to try to visualize his connection with our 
profession while he practiced medicine in 
and about the castle of Heilsberg, in wes- 
tern Prussia. 


Incidentally, it is interesting to recall 
that Copernicus, like Madam Curie and 
many another scientist of renown, was of 
Polish birth. 


Sometimes men of medicine go out into 
other fields because of their love for 
knowledge in general, coupled with the 
new pleasure of an agreeable avocation. 
The man of medicine goes out into the 
activities of an avocation, but, anon, his 
work in the new field is so striking and 
so important that, in the minds of the 
uninitiated, the avocation obscures the vo- 
cation. 


Oliver Wendell Holmes (1809-1894) 
was a great physician. For many years 
he was professor of anatomy at Harvard 
Medical School. That was a distinction. 
But even before that he had written the 
immortal paper about the contagiousness 
of puerperai fever. Throughout his long 
and honorable career he was a stalwart 
figure in medicine. And yet he is known 
to the public generally because of his avo- 
cation as a writer. The Autocrat of the 
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Breakfast Table, The One-Hoss Shay, El- 
sie Venner have endeared him to many 
thousands who do not even know that he 
was a member of the medical profession ; 
yes, and they have placed him high among 
the literary celebrities of our country. 


And then sometimes, in the cataclysmic 
experiences of life, a doctor of medicine 
may be so moved and swerved by the emo- 
tions that he leaves behind him his orig- 
inal vocation and takes to an unknown 
road where he is driven forward by new 
and compelling motives and forces. 


Georges Clemenceau (1841-1929) began 
his career as a member of the medical 
profession, but it was not long until the 
unhappy condition of his country drew 
him into public life. I would not say that 
he was drawn into politics, as that term 
is generally understood, because he was 
never a partisan except for France—he 
was a statesman. 


Bringing with him the characteristic 
and rugged honesty of his beloved Vendee 
—yes, and with it a bellicose ferocity, he 
stood like The Tiger that he was, against 
fraud and deceit and cowardice. Physi- 
cian, Statesman, Prime Minister, Minister 
of War—in all these positions he served 
with an intenseness of purpose that com- 
manded the admiration and plaudits of 
honest men. And who knows how much 
the independent and logical and human 
thinking of a humble member of the med- 
ical profession might have contributed to 
the stability of his life? 
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IS THERE SCARLET FEVER TOXOID? 








George F. Dick and Gladys Henry Dick, Chicago 
(Journal A. M. A., November 3, 1934), present the:: 
experiments which were undertaken to learn whether 
the addition of formaldehyde to scarlet fever toxir 
results in the formation of a scarlet fever toxoid, 
nontoxic but capable of binding scarlet fever anti- 
toxin and capable of stimulating the production of 
antitoxin when injected into susceptible persons. Their 
conclusions are: 1. Scarlet fever toxin is partially but 
not completely detoxified by treatment with solution 
of formaldehyde up to 1 per cent. The presence of 
unaltered toxin in the formolized preparation is suf- 
ficient to account for the immunity obtained. 2. No 
evidence now available justifies the assumption that 
there is a scarlet fever toxid analogous to diphtheria 
toxid. 3. Alum precipitates diphtheria toxin and the 
toxin may be demonstrated in the precipitate; but 
the redissolved alum precipitate from scarlet fever 
toxin showed no evidence of the presence of toxin. 
4. The rabbit is not a suitable subject for standard- 
ization of scarlet fever toxin. 5. Since the detoxified 
portion of formolized scarlet fever is not antigenic, 
it is inferior to unmodified toxin as an immunizing 
agent because of the unnecessary amount of useless 
foreign protein which it contains. 
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NECROTIZING ULCERS COMPLICATING 
ERYSIPELAS 





The bacteriologic study of Paul F. Stookey, Carl R. 
Ferris, Hubert M. Parker, Louis A. Scarpellino and 
Kim E. English, Kansas City, Mo. (Journal A. M. A., 
September 22, 1934), reveals that necrotizing ulcers, 
developing as a complication in the course of ery- 
sipelas, are due to a staphylococus having dermone- 
crotic properties. The necrotizing factor is contained 
in a bacteria-free filtrate and is presumably an exo- 
toxin. Administered intravenously, it is lethal to rab- 
bits. The lethal dose varies over a wide range. ‘t 
depends on the ability of the staphylococcus in ques- 
tion to manufacture toxin. In the experiments the 
most potent toxin produced death in five days sub- 
sequent to the intravenous administration of 0.4 cc. 
per kilogram of body weight. Larger doses of toxin 
produced death in as short a period of time as eleven 
hours. The postmortem examination did not show 
striking changes if death occurred after a few hours. 
If the dose of toxin was small, emaciation was marked 
whether the toxin was administered intravenously or 
cutaneously. Diarrhea was usually present. In rab- 
bits dying several days later, microscopic evidence of 
toxic damage to the heart, liver and spleen was noted 
Hemolysis in vitro of human blood on blood agar 
plates is not necessarily a measure of the ability of 
the staphylococcus to produce free toxin. The in- 
tracutaneous injection of 0.1 c.. of this toxin will 
produce necrosis of a rabbit's skin in thirty-six hours. 
A culture medium containing dextrose inhibits toxin 
formation. Filtrates of streptococcus erysipelatis 
showed no dermonecrotic properties in the rabbit's 
skin and were inert when injected intravenously in 
doses of 3 cc. per kilogram of body weight. Filtrates 
from a nonhemolytic staphyloccoccus obtained from a 
furuncle showed no necrotizing properties although 
the organism produced yellow pigment. It is inte: 
esting to note that the staphylococcus is one of the 
group of organisms which Wright named serophytes 
because of their ability to grow freely in unaltered 
human serum. 


oe 


MULTIPLE SCLEROSIS: CERVICODORSAL SYM. 
PATHECTOMY AS A RELIEF MEASURE 
Frederick S. Wetherell, Syracuse, N. Y. (Journal 
A. M. A., May 26, 1934), presents a case in which 
there was a remarkable alleviation of symptoms fol- 
lowing cervicodorsal sympathectomy. Four cases re- 
ported by Royle show improvement similar to that 
noted in the author's case. His oldest case shows 
improvement over a period of eighteen months. The 
possibility that a sudden remission took place in the 
five cases following the procedure outlined is ex- 
tremely remote. Decreased vascularization has been 
shown to, result in myelin degeneration of the type 
found in multiple sclerosis and can be explained on 
the basis of an asphyxia or anoxemia of the tissue 
in the neighborhood of the involved vessels. Royle 
has shown by animal experimentation on brains of 
living goats that there is an improvement in cerebral 
circulation following sympathetic trunk section. His 
observations relative to relief of venous congestion 
are interesting when considered in the light of Pfeifer’s 
studies, which show that the “perivascular free space” 
obtains part of its nourishment from the vein con- 
tained within it, and of Putnam's, that blocking of 
this venous supply produces acute lesions having a 
gross and microscopic resemblance to the lesion found 
in multiple sclerosis in man. 
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[ EDITORIAL 
PUBLIC POLICY AND LEGISLATION 
IN 1935 





There has never been a time since State- 
hood when organized medicine in Okla- 
homa was in a more advantageous posi- 
tion to accomplish great good for the peo- 
ple of the state than this year, 1935. 


We have come through the past four 
years with our “heads up” and our posi- 
tion well defined, notwithstanding the 
most serious opposition of the adminis- 
tration, this including the Board of Re- 
gents of the University. Even the Med- 
ical School has had to suffer from petty 
politics in dividing the administration of 
the University Hospital, thereby creating 
a spirit of unrest and uncertainty from 


the staff to the janitor, but the members 
of the medical profession connected with 
the school have stood fast and brought the 
institution through with no loss in its 
scholastic classification and the Univer- 
sity Hospital] still maintains its standard- 
ization. Post-graduate medical teaching 
has been carried on by the State Medical 
Association after the Board of Regents 
passed a resolution opening these courses 
to the cults, making it impossible for or- 
ganized medicine to go on with this im- 
portant phase of medical education with 
the aid of the University. 


So much for our troubles and accom- 
plishments during the past four years. 
Now let us look forward to the possibili- 
ties of 1935, under a state administration 
headed by a man of sound reasoning, wno 
has indicated that he will favor any meas- 
ure that will protect the people of this 
state and forward an intelligent program 
in the prevention and treatment of dis- 
ease. 


The legislative committee of this asso- 
ciation has been active for several months ; 
they have given careful consideration to 
many proposed bills affecting the medical 
profession and the health and safety of 
our people. 


The crippled children’s law must be 
changed to meet present conditions; a ba- 
sic science law will do much to eliminate 
the unprepared candidate to practice the 
healing art in any of its branches; the re- 
scinding of the resolution by the Board 
of Regents opening post-graduate medical 
teaching to the cults; the appointment of 
a doctor of medicine on the Board of Re- 
gents of the University; the protection 
of doctors and hospital fees in cases of 
automobile accidents, and many other 
items of legislation and policy will be un- 
der consideration. 


Now comes the important point of this 
editorial—every member of the Oklahoma 
State Medical Association must accept his 
individual responsibility and use his in- 
fluence to bring about a proper solution 
of these problems. If each physician who 
does the family practice for a member of 
the legislature would let him know his at- 
titude toward these important questions 
there would be no doubt as to the accom- 
plishment of this entire program. This 
is very little to expect from the individual 
doctor and as the legislature will be in 
session when you read this, let me suggest 
that you contact your senator or repre- 
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sentative at once and let us take advantage 
of an intelligent administration to have 
enacted a set of intelligent laws, thereby 
promoting the health and happiness of the 
people for whom we are responsible. 


Success or failure of the legislative pro- 
gram, as outlined by the association and 
under the direction of our committee on 
public policy and legislation, depends up- 
on the doctors of the state putting forth 
some individual effort. The council has 
had two called meetings and after careful 
deliberation has approved the program 
and now appeals to you to do your part. 
It is your obligation to the profession 
which you represent, and to the general 
public that looks to you for guidance and 
advice in matters pertaining to the preser- 
vation of health. 


a 
a 


PAYMENT OF DUES 








I hope you have just finished reading 
the above editorial, for I am sure that it 
will stimulate each member to promptly 
pay his annual dues; it will be plain to see 
that to carry out the above program it will 
be necessary to use some money. The leg- 
islature will convene this month (Janu- 
ary) and consequently it will be necessary 
for us to have money available. 


There is no State Medical Association 
in the Union that gives to its members 
more for the amount of dues paid than the 
members of our association receive. For 
$4.00 each year we give subscription to 
the Journal, Medical Defense, all of the 
activities carried on by the various com- 
mittees, such as assistance in matter of 
legislature and public policy, post-gradu- 
ate medical teaching, constant contact 
with the officers of the American Medical 
Association, and all possible assistance to 
the component County Medical Society 
organizations. 

It will be necessary for us to increase 
our membership this year to 1551 in order 
that we may retain three members in the 
House of Delegates of the American Med- 
ical Association. This will mean an in- 
crease of some fifteen members. 


It should not be necessary for the Sec- 
retary of the component County Medical 
Societies to contact the individual mem- 
bers in order to collect the dues. You are 
doing the Secretary no particular favor 
by paying your dues promptly—you are 
simply helping yourself. 

Let me admonish the new officers of 


the component County Medical Societies 
to use every effort to increase their mem- 
bership. Of course not at the expense of 
quality do we desire quantity, but there 
are many eligible doctors in the state and 
it will be your business to see that they 
become members of the state association. 


rae 


LEST WE FORGET 


There is much discussion at this partic- 
ular time relative to public policy and leg- 
islation, which, of course, is a very import- 
ant phase of our professional existance, 
but by no means all-important. To sacri- 
fice our professional ideals on the altar of 
political expediency would be a fatal error. 
Let us ever keep in mind the necessity of 
moral and intellectual advancement. We 
must not forget our obligation to use every 
effort to maintain a high standard of pro- 
fessional ethics and watch carefully lest 
we are led into a position where petty 
politics might dominate our organization 
to the detriment of our fulfillment of the 
high ideals which always have and always 
should predominate in the activities of this 
association. 

Hold in respect the names of our great 
leaders who for the past thirty years have 
held high the torch of professional re- 
spectibility. Let us think clearly and not 
lose our sense of values, lest we suffer an 
era of retrogression and forget the long 
cherished traditions of organized medi- 
cine. 








4). 
Vv 


I wish to make favorable comment on 
the monthly issues of a publication by the 
Garfield, Oklahoma and Tulsa County 
Medical Societies. These issues have been 
coming to my desk for the past few months 
and it appears to me that they contain in 
every issue some valuable suggestions and 
very pertinent editorial comments. Such 
a publication keeps the members of the 
county societies informed as to the doings 
of the doctors in their respective society ; 
besides, they call attention to the dates 
and programs of the meetings and in ev- 
ery way help to develop a most efficient 
organization for the doctors in the county. 

Let me commend these three counties ou 
their progressive movement. 





tr. 


LEGISLATIVE COMMITTEE 
ENDORSES PROTEST 


Whereas, a series of broadcasts under 
the title of DOCTORS, DOLLARS and 
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DISEASE is presented to the public ev- 
ery week by the Public Health Commit- 
tee of the National Advisory Council on 
Radio Education, 60 East 42nd Street, 
New York; and 


Whereas, these broadcasts either with 
or without the critical knowledge of the 
members of the Council are conducted by 
certain doctors and laymen who are in 
sympathy with and are now urging social- 
ization in medicine, compulsory health in- 
surance and state medicine; 


Therefore, Be It Resolved, that the 
Chicago Medical Society indignantly pro- 
tests against this insidious propaganda 
which is definitely hostile to the ideals, 
evolution and successful development of 
modern medicine; and 


Further, Be It Resolved, that copies of 
this protest be sent to the members of the 
Advisory Council on Radio Education and 
to the secretaries of the various organized 
medical societies that they may register 
appropriately their disapproval. 


The above resolution has received the 
hearty endorsement of the Legislative 
Committee of our Association and is pub- 
lished for the information of the member- 
ship. This endorsement will be forward- 
i the Advisory Council on Radio Edu- 
cation. 


4). 


IMPORTANT TO THE DOCTOR 


G. N. BILBY, M.D. 
Health Commissioner 











In order that the medical profession, 
and others interested in preventing the 
dangerous and deadly disease, diphtheria, 
and that authoritative information on this 
disease from the State Health Department 
may be of record, the State Health Com- 
missioner desires, through the columns of 
the oe Medical Journal, to submit this 
article. 


The commissioner wants the physicians 
of the state to know that he is in position 
to furnish toxoid to all physicians who de- 
sire to immunize against diphtheria. The 
physicians need only to write in, stating 
the amount needed and the toxoid will be 
mailed promptly. 


The State Health Department is doing 
no immunization work at all, but in order 
to do its part, can make toxoid available 
to the physicians of the state who can do 
the work of immunizing. It is the desire 
of the commissioner that every effort be 


exerted by the medical profession to pro- 
tect the children of Oklahoma against 
diphtheria. It is within the power of the 
physicians to wipe out this scourge of 
childhood, and the health department 
stands ready to lend every assistance pos- 
sible. It can do so by furnishing toxoid. 


Although the work of immunization has 
been carried on extensively throughout the 
state for several years, it is necessary that 
doctors keep on the alert day and night. 
New babies are being born every day, and 
these babies must be protected. 


Much has been done to protect the chil- 
dren of the stat2 from this deadly disease 
—both by health education and immuniza- 
tion, but the task of preventing this dis- 
ease is ever with us. It is a BIG task, and 
one that will never be finished. It is im- 
perative that all children between the ages 
of six months and nine years of age be 
immunized. 


DIPHTHERIA is a disease centuries 
old. It was well known to the ancient 
Greeks and recognized by them as a mal- 
ady of great virulence. It continues to be 
a MENACE to our children. DIPHTHE- 
RIA MUST GO. 


The Commissioner of Health desires to 
take this opportunity of expressing his ap- 
preciation for the splendid cooperation of 
the physicians of the state, as well as all 
other organizations who have at all times 
endeavored to promote the health of the 
people of Oklahoma. It is the sincere wish 
of the commissioner that the year nine- 
teen hundred and thirty-five may bring 
to the physicians and health workers pros- 
perity and happiness. 


,— — 
Vv 








Editorial Notes --- Personal and General 











DR. PHIL DEVANNEY, Sayre, is reported im- 
proved after suffering from injuries sustained in an 
automobile accident. 





DR. and MRS. J. M. BYRUM, Shawnee, have re- 
turned from the Rio Grande Valley where they spent 
several weeks in December. 





DR. T. H. McCARLEY, McAlester, was a guest 
of the Fort Smith Clinical Society in December. His 
subject was ‘Pneumonia in Childhood.” 





DR. E. RANKIN DENNY, Tulsa, has returned 
from Cincinnati where he spent two weeks taking a 
special course at the University School of Medicine. 
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News of the County Medical Societies 














OKMULGEE-OKFUSKEE County Medical Socie- 
ties met December 17th, at Henryetta, for their an- 
nual meeting and election of officers for 1935. Dr. 
Ned R. Smith, Tulsa, spoke on “The Major Psy- 
choses”. Dr. E. Rankin Denny, Tulsa, spoke on “Pas- 
sive Vascular Exercises in Peripheral Blood Vessel 
Diseases”. 

(New officers will be reported in the February 
issue of the Journal.) 





LEFLORE County Medical Society held its regular 
annual meeting at Poteau, December 13th. The fol- 
lowing program was presented: 

“X-Ray Demonstration of Pathological Conditions 
of the Lungs’—F. P. Baker, Talihina. 

“Treatment of Lobar Pneumonia” —W. L. Shippey, 
Wister. 

“Oedema and Treatment of the Failing Heart’— 
H. C. Forsey, Ft. Smith, Ark. 

The following officers were elected for 1935: 

W. M. Duff, Braden, President. 

R. L. Wright, Poteau, Vice-President. 

Harrell Hardy, Poteau, Secretary. 

W. L. Shippey, Wister, Delegate to the State Con- 
vention. 





WOODWARD County Medical Society met De- 
cember 11th, and the following officers were elected 
for the new year: 

D. W. Darwin, Woodward, President. 

J. P. Davis, Shattuck, Vice-President. 

C. W. Tedrowe, Woodward, Secretary-Treasurer. 

T. T. Leachman, Woodward; Hardin Walker, Ross- 
ton, and E. F. Camp, Buffalo, Councilors. 





JEFFERSON County Medical Society held their an- 
nual meeting in December with a banquet and elected 
the following officers for 1935: 

C. M. Maupin, Waurika, President. 

L. L. Wade, Ryan, Vice-President. 

D. B. Collins, Waurika, Secretary. 

W. M. Browning, Waurika, Delegate. 





ALFALFA-WOODS County Medical Societies held 
their annual meeting for election of officers for 1935 
and the following were elected: 

Alfalfa County: 

President—J. P. Bishop, Aline. 

Vice-President—Z. J. Clark, Cherokee. 

Secretary—L. T. Lancaster, Cherokee. 

Woods County: 

President—I. F. Stephenson, Alva. 

Vice-President—C. A. Tracerse, Alva. 

Secretary—O. E. Templin, Alva (re-elected). 

Delegate—D. B. Ensor, Hopeton. 

Thirty-six crippled children were examined at the 
meeting by Doctors John Day, Supply; W. K. West 
and Harry Wilkins, both of Oklahoma City. 





CADDO County Medical Society elected the fol- 
lowing officers for 1935 at their meeting held in De- 
cember: 

Otis A. Cook, Apache, President. 

Fred Dinkler, Ft. Cobb, Vice-President. 

P. H. Anderson, Anadarko, Secretary (re-elected). 

A. L. Inman, Apache, Delegate to the state meeting. 

Dr. L. E. Woods, Chickasha, read a paper on “Ar- 
terial Hypertension.” Dr. Oscar Pyle, Chickasha, read 
a paper on “Urology”. 


TULSA County Medical Society elected the follow- 
ing officers for 1935 at their meeting in December, 
held in the assembly room of the Medical Arts build- 
ing: 

Dr. Walter S. Larrabee, President. 

Dr. James Stevenson, Vice-President. 

Dr. David V. Hudson, Secretary-Treasurer. 

The following were elected as delegates to the 
state meeting: Doctors P. P. Nesbitt, George R. Os- 
borne, A. W. Pigford, R. M. Shepard, Charles H. 
Haralson, Walter S. Larrabee, W. Albert Cook and 
Marvin D. Henley. 





GARVIN County Medical Society elected the fol- 
lowing officers for 1935 at their December meetinz: 
President—Dr. E. F. Taylor, Maysville. 
Vice-President—Dr. R. M. Alexander, Paoli. 
Secretary—Dr. John R. Callaway, Pauls Valley. 
Censor—Dr. Chas. M. Pratt, Lindsey, succeeding 
Dr. L. P. Smith, Elmore City, who moved to Marlow. 





WASHINGTON County Medical Society elected 
the following officers for 1935 at their meeting held 
in December: 

President—Dr. J. G. Smith, Bartlesville. 

Vice-President—Dr. J. E. Crawford, Bartlesville. 

Secretary—Dr. J. V. Athey, Bartlesville. 

Treasurer—Dr. O. I. Green, Bartlesville. 

Censor—Dr. J. P. Vansant, Dewey. 

Delegates—Drs. E. E. Beechwood and H. G. Craw- 
ford, both of Bartlesville. 

Alternates—Drs. F. C. Rewerts, Bartlesville, and 
L. D. Hudson, Dewey. 

These officers were installed January 8th at their 
annual banquet. 





PITTSBURG County Medical Society met Decem- 
ber 13th for their annual meeting and banquet, elect- 
ing the following officers for 1935: 

President—Dr. Floyd T. Bartheld. 

Vice-President—Dr. B. B. Kies. 

Secretary—Dr. L. C. Kuyrkendall (re-elected). 

Censor—Dr. R. K. Pemberton. 

Delegate—Dr. T. H. McCarley. 

These officers all reside in McAlester. 





THE SOUTHEASTERN SURGICAL CONGRESS, 
through its secretary, Dr. B. T. Heasley, announces 
the sixth annual assembly of the Congress which will 
be held in Jacksonville, Florida, March 11 12 and 13, 
1935. The Congress has met previously in Atlanta, 
Birmingham and Nashville. 

The states composing the Congress are: Alabama, 
Florida, Georgia, Kentucky, Louisiana, Mississippi, 
North Carolina, South Carolina, Tennessee and Vir- 
ginia. A record attendance is anticipated at the Jack- 
sonville meeting. Since March is the most desirable 
month to visit the land of flowers many surgeons 
will no doubt combine business and pleasure and 
attend this season of the year. 

Some of the most distinguished surgeons in the 
country representing the different surgical specialties 
have been invited to appear on the program. A par- 
tial list of those who have already accepted places 
is as follows: Doctors Walter C. Alvarez, Perry Brom- 
berg, Hugh Cabot, Willis C. Campbell, George W. 
Crile, John F. Erdmann, Paul Flothow, Ralph Green, 
Arthur Hertzler, C. Jeff Miller, Alton Ochsner, J. C. 
Patterson, J. Knox Simpson, J. W. Snyder and W. A. 
Weldon. More than twenty others will be listed 
when the program is completed. Look for the com- 
pleted program which will be mailed about Febru- 
ary 15, 1935. 

For information address Dr. B. T. Beasley, Secre- 
tary-Treasurer, 1019 Doctors Building, Atlanta, Ga. 
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DOCTOR FRANK HARRISON McGREGOR 


Dr. Frank H. McGregor, Councilor of the 
Second District of the Oklahoma State Medical 
Association, one of the leading surgeons of 
Western Oklahoma, and a distinguished soldier 
of the World war, met a tragic death near 
Bowie, Texas. Saturday, January 5, 1935. 


Dr. McGregor was born at Temple, Texas, 
August 7, 1887, the son of Dr. Thomas Hiram 
McGregor, physician and Christian minister, 
and Lou (Wooten) McGregor. He received 
his common school education at Holland, Texas, 
graduating in medicine from the School of 
Medicine of the University of Louisville in 
1913. Following graduation he continued his 
studies in New York Post Graduate Hospital, 
at the same time serving as house physician of 
the Bayonne Hospital at Bayonne, New Jersey. 


He entered the World war as a First Lieu- 
tenant, August, 1917, and was one of a group 
of American surgeons to serve with the British, 
attached to the British Medical Corps in 1917, 
and served until March, 1918, with the same 
organization. During the Second Battle of the 
Marne Dr. McGregor performed valorous serv- 
ices which brought him the greatest honor 
within the power of the King of Great Britain 
to bestow upon the hero of another nation—the 
Military Cross, presented to him by King 
George V in an impressive ceremony at Buck- 
ingham Palace. 


Dr. McGregor located at Mangum, Novem- 
ber 1, 1915, and became associated with Dr. 
Fowler Border, a partnership that continued 
until the time of his death. 


On November 15, 1920, he married Miss 
Mary Genevieve Tennery, who had just return- 
ed from serving her country as a member of the 
Army Nursing Corps. They have two sons, 
Frank Harrison, Jr., and Robert. 


As a physician and surgeon Dr. McGregor 
was a recognized leader in his profession. At 
the time of his death he was a Councilor of the 
Oklahoma State Medical Association. He had 
been President of the Oklahoma State Hospital 
Association, member of the Board of Trustees 
of the Midwest Hospital Association, member 
of the Oklahoma State Board of Medical Ex- 
aminers and was at the time of his death De- 
partment Surgeon of the American Legion. He 
held membership in the Greer County Medical 
Society, the Medical Association of the South- 
west, the Southern Association of Railroad 
Surgeons, and the Association of Military Surg- 
eons of the United States. 


Dr. McGregor was a member of the Rotary 
Club, a 32nd degree Mason and a member of 
the India Temple Shrine. 


The funeral services were held at the Muni- 
cipal Auditorium at Mangum, Monday, January 
7, 1935. The sermon was brief and filled with 
sincerity, and was delivered by E. A. McKim, 
minister of the Christian church, the church of 
— Dr. McGregor had been a lifelong mem- 

f. 


In the procession from the church to River- 
side cemetery was a guard composed of Reserve 








Officers which walked beside the hearse. While 
the body remained in state in the Auditorium in 
Mangum, members of the American Legion 
stood beside the casket as a guard of honor. 


Colonel McGregor was dressed in the olive 
drab of the service to which he belonged and 
at his burial was given the military honors 
which he so justly deserved. 








DOCTOR JOHN ELLIS STANDIFER 


Dr. J. E. Standifer, pioneer physician of West- 
ern Oklahoma, died December 23rd at Elk City. 
He was 68 years of age. 


He was born at Eolian, Wise County, Texas, 
in 1886, moving to Elk City in 1907 from Chey- 
enne. He was associated with his son, Dr. O. 
C. Standifer, also of Elk City, operating the 
Standifer Hospital. 


He is survived by his wife, one son and two 
daughters. 

Masonic rites were conducted at the ceme- 
tery, with burial at Elk City. 








DOCTOR I. S. FREEMAN 


Dr. I. S. Freeman, 49-year-old physician « f 
Weatherford and Rocky, died December 27th 
after a short illness. 

Dr. Freeman is survived by his widow, fath- 
er and two sons. Burial was at Sentinel. 
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SUBDURAL HEMORRHAGES 





Timothy Leary, Boston (Journal A. M. A., Septem- 
ber 22, 1934), observed, through a study of fifty cases 
of subdural hemorrhage, that in many of the cases 
the minor character of the traumatism that leads to 
a subdural hemorrhage is striking. Relatively trivial 
blows or falls on the head, which are suffered daily 
without harmful results by many persons and which 
have been experienced previously by victims of sub- 
dural hemorrhage without harmful effects, may be 
responsible for a hemorrhage at a critical moment. 
Indeed, falls without injury to the head have been 
apparently efficient in producing the lesion. The re- 
lation of alcholism to the condition is close. In the 
present series, 54 per cent of the victims were ad- 
dicted to alcohol. In a larger clinical series, alcoholic 
addiction was reported in 40 per cent. The higher 
mortality rate in persons addicted to alcohol is prob- 
ably responsible for the difference in this respect. 
The source of the hemorrhage in cases unaccompanied 
by fracture of the skull is usually a ruptured bridging 
vein or an arachnoidal vein. The hemorrhage tends 
to be unilateral. The inability of the relatively avas- 
cular dura to organize the subdural clot efficiently 
and resulting repeated secondary hemorrhages are re- 
sponsible for the chronicity of many cases. Inflam- 
matory reactions in connection with repairing lesions 
are incidental or accidental. The only practical meth- 
od of cure of the condition is by operative interven- 
tion. 
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Incidence and Significance of Sinusitis in Pneumonia. 


Edward H. Campbell, M.D., Philadelphia. Archives 
of Otolaryngology, November, 1934. 


The literature does not give any statistics on the 
association of sinusitis with pneumonia, but it is com- 
mon knowledge that sinusitis does many times ac- 
company otitis media, mastoiditis, the exanthematous 
diseases and pneumonia. One hundred thirty patients 
with lobar and bronchopneumonia were examined over 
a period of the past two years. The age was from 
three weeks to ninety years. The routine method of 
examination was: (1) Gross inspection of the nose, 
noting the congestion of the nasal mucous membrane, 
the engorgement of the turbinates, the amount of the 
irregularity of the septum and the character of the 
secretions; (2) the application of cocaine solution 
to the mucous membrane, especially over the lower 
turbinate and the under surface of the middle tur- 
binate; (3) introduction of the nasopharyngoscope 
and inspection of the location of the pus in the nose; 
(4) examination of the ear drum and character of the 
discharge, if any; (5) the examination of the throat 
with special reference to postnasal secretions; (6) 
roentgen examination of the sinuses in a few selected 
cases. The results showed that all the patients with 
lobar and bronchopneumenia also had an acute si- 
nusitis. 


The essayist relies more on the nasopharyngoscope 
than anything else for the diagnosis and in the doubt- 
ful cases does a roentgenogram. In one hundred twen- 
ty of the one hundred thirty patients the diagnosis 
was made by means of the nasopharyngoscope. He 
uses a hand-suction rubber bulb for a preliminary 
cleansing of the nares before proceeding with the 
examination. 


He believes that the infection of the sinuses is an 
etiological factor in the incidence of pneumonia. Eight 
of the patients in this series were positively known 
to have a purulent discharge from the nose when the 
lungs were normal and then later developed pneu- 
monia. He says that when the great prevalence of 
sinusitis is considered it appears that pneumonia de- 
velops in only a small percentage of such cases, but 
that that percentage is sufficiently high, however, to 
warrant consideration of such infections of the sinus 
as possible sources of pneumonia and to demand 
energetic treatment of such sources as a prophylactic 
measure. 


The records of the series showed that there was 
a bilateral acute purulent otitis media in seventy- 
nine patients, or 60.7 per cent, a one-sided acute puru- 
lent otitis media in twelve, or 9.2 per cent, an acute 
catarrhal otitis media in fourteen, or 10 per cent, and 
no involvement of the ears in eighteen, or 13.8 per 
cent; in five cases the ears were not examined. Twelve 
of the patients were operated on for mastoiditis. 


He has a chart which gives the age of the patient, 
what the nasopharyngoscope showed, what the clin- 
ical examination of the lungs showed and the diag- 
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nosis and a roentgenologic report on the chest and 
sinuses. The majority of the patients were children. 


Sphenoid Sinus. Frederick T. Hill, M.D., Waterville, 
Me. Archives of Otolaryngology, September, 1934. 


A recapitulation of post operative observations fol- 
lowing operations on the ethmosphenoid sinuses is 
the text of this article. There is a discussion given 
as to the best method of approach in such opera- 
tions, the external approach or the intranasal opera- 
tion. Many factors enter into this question, chief 
among which is the hesitancy of the average operator 


-to do any more than is absolutely necessary and the 


preference of most patients to the intranasal opera- 
tion. The intranasal operation and the external ap- 
proach are aptly likened in scope to the simple and 
the radical antrum operation. There is no doubt that 
the external approach makes a _ thorough exenera- 
tion of the ethmoid cells more possible and accord- 
ing to Lynch complete removal of the anterior wall 
of the sphenoid and evisceration of the lining are 
possible only with the external approach. 


An answer is sought to the question of why does 
the opening into the sphenoidal sinus made at opera- 
tion tend to close, even after a complete removal of 
the anterior wall, including the pars ethmoidalis. The 
result cannot be wholly a question of technic since 
the essayist has had the opportunity of viewing cases 
which have been operated on by some of the recog- 
nized leaders of the profession. Tobey's review of one 
hundred operated sinuses in which the post operative 
result was unsatisfactory in fifty per cent of the 
cases, is mentioned. The post operative treatment with 
silver nitrate, trichloracetic acid, caustics, roentgen 
therapy, electrocoagulation, etc., attempting to do 
what should have been done at the time of operation, 
has been uniformly unsuccessful. Goldsmith suggests 
that the mucous membrane resents the traumitization 
incident to the operative interference and tends to re- 
store the original plan of nature by closing the open- 
ing. Since it is almost impossible to remove all the 
mucous membrane and to leave the bony edges of 
the removed walis smooth and clean, it can easily 
be seen that this helps in the contracture of the en- 
larged opening. When the sinus itself is compara- 
tively large in size the opening is not so apt to close. 


Allergy also plays a part in this contracture of the 
operative opening. Allergic patients, who have been 
operated, have a greater tendency for the opening to 
close. With the operative opening contracted or closed 
the same factors cause a recurring sinusitis and the 
only remedy is a reoperation which will provide ade- 
quate ventilation and drainage. In allergic patients 
their manifestations of allergy many times disappear 
after reopening the sinus. Correlation of the history, 
physical findings and signs and symptoms is — 
ant because the sphenoid sinus has frequently been 
found to be an etiologic factor in allergy. The essay- 
ist feels that surgical measures are advisable only 
when definite indications, independent of the allergy, 
are present in the sinuses themselves and that the 
external operation seems definitely indicated in al- 
lergic cases in which, after a careful study, opera- 
tion on the ethmosphenoid sinuses appears warranted. 


Microphotographs of marked lymphocytic infiltra- 
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tion about numerous glands, lymph nodes and ciliated 
epithelium from the reformed anterior sphenoidal 
wall accompany the article. 


Etiologic Diagnosis of Conjunctivitis. Phillips Thy- 
geson, M.D., lowa City. Archives of Ophthalmol- 
ogy, November, 1934. 


The treatment of conjunctivitis is greatly simplified 
when the character of the infecting organism is defi- 
nitely established. The importance of an early ac- 
curate diagnosis is stressed so that the proper thera- 
peutic measures may be promptly instituted and the 
correct prognostic possibilities evaluated. The essay- 
ist has evolved a film and culture technic for the or- 
ganisms whose most common habitat is the conjunc- 
tiva. This is applicable to the busy ophthalmologist 
in private practice with a limited amount of time 
as well as for use in a clinic. The technic is given 
in detail. Charts for differentiation by culture and by 
morphology of the common conjunctival bacteria are 
shown. 


Under special considerations are mentioned some 
diagnostic points in lacrimal conjunctivitis, vernal ca- 
tarrh, inclusion conjunctivitis, inclusion conjunctivitis 
of the new-born (inclusion blennorrhea), adult in- 
clusion conjunctivitis (swimming pool conjunctivitis), 
trachoma and inclusion bodies. Under trachoma ‘he 
speaks briefly of the difficulty of finding inclusion 
bodies and free bodies. A means to aid the differ- 
ential diagnosis between trachoma and follicular con- 
junctivitis is given. The therapeutic agents that the 
essayist has found to be most efficacious in acute con- 
junctivitis, pseudomembranous conjunctivitis and 
chronic conjunctivitis are given. He advocates the 
teaching of ophthalmic bacteriology in every gradu- 
ate course of ophthalmology. Three hundred consec- 
utive cases were studied as described by the essayist 
in the ophthalmologic clinic of the University Hos- 
pital, lowa City, and in ninety-one per cent of the 
acute conjunctivitis, eighty-five per cent of the sub- 
acute conjunctivitis and forty-six per cent of the 
chronic conjunctivitis, the etiologic agent was deter- 
mined. 


Dr. Edward Jackson of Denver in his discussion 
of this paper brings out an interesting point. He says 
that in his thirty years of practice in Denver he has 
seen only three cases of infection from Koch-Weeks 
bacillus and that these were clearly contracted else- 
where at a low altitude. He is of the opinion that 
there are large regions in this country where acute 
contagious conjunctivitis does not occur. 


Dr. Frederick H. Verhoeff of Boston in his dis- 
cussion of this paper criticizes the title since he says 
it indicates that this communication deals with all 
forms of conjunctivitis and with all the factors con- 
cerned in their causation, whereas, in fact, it deals 
only with some of the common forms of conjunc- 
tivitis and, as regards etiology only with microbic 
agents. In the paper and the discussion the use of 
optochin or zinc sulphate in pneumococcic conjunc- 
tivitis is debated. 


Lipoma of the Larynx—lIntrinsic in Origin. Herbert 
S. Birkett, Montreal. The Journal of Laryngology 
and Otology, November, 1934. 


World-wide reference from forty-three sources is 
an outstanding feature of this report on a very rare 
tumor, an intrinsic lipoma of the larynx. Beautifully 
colored sketches illustrate the removal of the tumor 
as well as the condition of the vocal cords before 
and after the operation. The literature shows only 
forty-two lipomas of the larynx of extrinsic origin 
and only four of intrinsic origin formerly reported. 


Chevalier Jackson in forty years has observed seven 
cases, one of which was of instrinsic origin. His 
cases varied in age from nine years to eighty-three 
years, which agrees with other recognized leaders in 
this particular speciality. The epiglottis, the aryepig- 
lottic folds and the base of the tongue are the sites 
where the growths most persistently originate. Their 
formation and development is a cause of much con- 
troversy. They usually occur somewhere in the body 
where fat cells are already present. They arise also 
in the submucosa of the gut, lung and pleura. They 
may arise from fibrous connective tissue which is not 
highly differentiated and which recognizes many pos- 
sibilities. There is a thin reticular fibrous connective 
tissue immediately beneath the mucosa of the larynx 
and this theory satjsfactorily explains the presence of 
the tumors in this region. 


If, at operation, the removal is incomplete it will 
recur. The two methods of approach for removal 
of the tumor are by the laryngo-fissure and direct 
laryngoscopy. If it is intrinsic in origin the laryngo- 
fissure affords the best site for its removal. If it is 
extrinsic in origin and has a pedicle then it is most 
easily dealt with by means of a snare and direct lar- 
yngoscopy. 

Pathology of lipoma of the larynx shows it to be 
a benign histoid tumor. It is composed of fatty tis- 
sue, which never becomes malignant, never metasta- 
sizes and proves fatal only by its bulk interfering 
with normal physiological activity. They vary from 
a bean to a large plum in size and are yellow or red- 
dish-yellow in color. In consistency they are soft to 
fairly firm and as a rule are elastic on pressure. 
Microscopically they are made up of fat cells. 


The case reported is that of a man who was op- 
erated in 1921 and in 1933 was still in good health. 
He had a huskiness and cough which came on afte 
his return from the great war. He gave a history 
of having been gassed during the war in 1917, other- 
wise the past history was negative as were the physical 
findings with the exception of the larynx. About 
three years after the first symptoms appeared he came 
under the observation of Dr. Birkett. About four 
weeks previous to this an attempt had been made 
elsewhere to puncture a “swelling in the throat” dur- 
ing the course of which a needle was broken off and 
the distal part not recovered. Eight months of the 
previous three years had been spent in a tubercular 
sanitorium. Under general anaesthetic a tracheotomy 
was done and the skin and subcutaneous tissue re- 
tracted in anticipation of entering the larynx. This 
however was not necessary as the tumor readily pre- 
sented itself. It was removed with the broken needle 
which was found in the body of the tumor. 


The fact is deplored by the author that the biblio- 
graphy which accompanies many papers is not always 
accurate. 


-~~~-~ 
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Subacute Peribronchilar Pneumonia. Herbert 5S. 
Reichle, M.D., and Alan R. Morita, M.D., Cleve- 
land American Journal of Diseases of Children, 
Vol. 48, No. 5, November, 1934, pgs. 1001-1014. 


The authors present a form of respiratory disease, 
which their observations in the last five years have 
led them to believe is a definite entity which occurs 
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frequently in the United States even though a re- 
view of the literature would suggest that it occurred 
only on the continent and particularly in Germany. 
Their diagnoses were confirmed at autopsy. 


Subacute peribronchilar pneumonia is a disease of 
infants which exhibits a persistent cough which is 
productive, paroxysmal and extremely debilitating; an 
absolute increase in lung volume due to generalized 
emphysema; fine rales, sometimes diffuse and other 
times localized or migratory; inspiratory retractions 
of the epigastrium, intercostal spaces and suprasternal 
notch; a history of a progressive respiratory ailment 
of at least four weeks’ duration, associated with cough, 
cyanosis, pallor and dyspnea. 


The fourteen patients studied were all under two 
years of age and developed symptoms before they 
were a year old. At the height of the disease the 
patient is tense, alert, and apprehensive—trying to 
ward off every exertion which might bring on the 
dreaded cough. Cyanosis; deficient weight; deformed 
chest, Harrison grove, barrel shape with persistent 
vertebral retraction of the xyphoid processes; severe 
emphysema which obscures cardiac and hepatic dull- 
ness and, because of the descent of the diaphragm, 
displaces the liver; long and labored breath sounds 
which may be very faint; fleeting rales; and a muco- 
purulent secretion in the throat which impedes res- 
piration are other characteristic symptoms of the dis- 
ease. There is no characteristic temperature curve; 
a normal or slightly elevated temperature is present 
at intervals and a subnormal temperature usually pre- 
cedes death. 


The postmortem examination shows that peribron- 
chial and peribronchilar pneumonia is an essential 
feature of the disease; however, the diffuse pneu- 
monias demonstrable in physical examinations occur 
late and are usually the precursers of death. Sinusitis 
and otitis media, parenteral dyspepsia, edema which 
does not seem to be caused by disease of the kidney 
are common complications. There was no vascular 
collapse or cardiac decompensation. 


The prognosis is poor; twelve children died after 
an illness of from one to eighteen months. The white 
blood count is not characteristic since it ranges from 
10,000-20,000 per c. mm.; usually with a predomin- 
ance of polymorphonuclear leucocytes; occasionally 
there may be a lymphocytic response as occurs in 
other acute infections. 


The roentgram may show no changes other than 
those indicative of emphysema. 


An extensive pathological examination of the eight 
autopsies performed showed subacute and chronic 
bronchilitis, peribronchilar pneumonia, bronchiolecta- 
sis and emphysema. The bronchilitis was obstructive 
because of mucosal swelling and intrabronchilar ex- 
udate or to the origination of intrabronchilar exudate 
with consequent obliteration. During the more acute 
phase of the inflammation in a given bronchiole the 
process was destructive and exudative, with especially 
severe damage to the musculoelastic elements of the 
walls of small air passages and resulting ectasis. In 
the later stages of the inflammation the process was 
productive with the resulting peribronchilar indura- 
tion. Concomitant with the obstruction of air pas- 
sages, peripheral distention, emphysema and atelectasis 
developed. The relative proportions of emphysema 
and atelectasis appeared to depend on the complete- 
ness and duration of the bronchilar obstruction. Em- 
physema, however, was characteristically dominant. 


The characteristic history of repeated and continu- 
ous respiratory infections, the irritating, productive, 
and exhausting cough, the signs of bronchilar ob- 
struction and the generalized nature of the lesion 
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form a syndrome which should not be mistaken for 
common bronchopneumonia. Chronic pneumonia in 
young infants may confuse the observer, but the char- 
acteristic paroxymal cough or purulent secretion in 
the throat are absent. Foreign bodies may produce 
diffuse bronchial disease, but the symptoms are usu- 
ally limited to one side of the thorax and they do 
not usually occur in the first year of life. Bronchio 
litis fibrinosa, another rare disease, may be recog- 
nized by the typical casts which are expectorated 
by the patient. There have been a few cases of acute 
generalized bronchiolectasis with bullous emphysema 
reported in the literature, but the rapid onset and 
course of the disease differentiate it from the syn 
drome which the authors describe. A more serious 
problem in the differential diagnosis of subacute peri- 
bronchilar pneumonia is pertussis; however, the cough 
in pertussis becomes modified or may disappear after 
the onset of pneumonia. 


The etiology of subacute peribronchilar pneumonia 
cannot be settled on the basis of our present inform- 
ation. The bacteriological studies of the pharyngeal 
and bronchial secretion during life and of the pul- 
monary tissue after death were inconclusive since 
many organisms of the common respiratory flora were 
present. 


Subacute recurrent peribronchilar pneumonia is a 
pulmonary disease of infants which has a character- 
istic composite of signs and symptoms; and autopsies 
of eight of the twelve cases studied confirmed the 
clinical diagnosis. Little is known of the etiology of 
the disease but it is probably caused by an infection 
by common micro-organisms, which localized at a 
site that has mechanical disadvantages for an infant 
otherwise possessing considerable resistance 


A Simplified Cough-Plate Method for the Early Diag- 
nosis of Whooping Cough. By Irving S. Barksdate, 
M.D., F.A.P.H.A., and Frank P. Simpson, Green- 
ville, South Carolina. Southern Medical Journal, 
Vol. 27, No. 11, November, 1934, pgs. 943-45. 


It has been shown that whooping cough is the great- 
est scourge of infancy and one of the greatest dan 
gers of early childhood since it kills more children 
than measles, scarlet fever, and diphtheria together 
It is estimated that it causes the death of 6,000 chil- 
dren in the United States every year; most of these 
are under five years of age. 


Because it is such a menace and because crude 
—_ of diagnosis made it possible for many chil- 
dren to be exposed before diagnosis was made, the 
pons Se have carefully studied a series of cough- 
plates in an effort to discover a rapid method of 
identifying the causative organism, the bacillus of 
Bordet and Gengou. 


The old methods of culturing the organisms and 
preparing media required a full day's work by a skilled 
technician. Moreover forty-eight hours was the short- 
est time in which even the slightest growth could be 
observed. 


The authors present the following medium for the 
early identification of B. pertussis. They have omitted 
the glycerin of older media which possibly had an 
inhibitory effect on the growth of the bacillus 


I. Nutrient agar 


H20 1 liter 
Beef extract 3 grams 
(Adjust to pH 6.7) 

Peptone 5 grams 
Agar 15 grams 


1, Three to four medium sized Irish potatoes are 
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cooked in a quart of water for one-half hour, filtered 
through cotton, and autoclaved. 


Add 5 cc. of the potato extract to 10 cc. of the 
nutrient agar. 


Identification of the Bacilli 
(1) B. pertussis grows slowly; B. influenza quickly. 


(2) Diagnosis can often be made from the plates 
since by transmitted light the colonies are character- 
istic, being smooth, raised, glistening, pearly, and al- 
most transparent. 


(3) B. pertussis stains readily with 0.0001% Nile 
blue sulphate while B. influenza does not. 


The plate is held six inches from the patient's 
mouth, and the child is allowed to cough directly 
into the media. The plate is placed in the incubator 
at 37.5 degrees centigrade for 24 hours, and then ex- 
amined for characteristic colonies. 


A typical colony is selected, emulsified in water 
on a clean glass slide, dried, fixed by flame, and 
stained with 1:5000 bismuth violet for three minutes. 
The smear is examined under the oil-immersion ob- 
jective for deep purple, short, stubby bacilli ranging 
from 2.5-5 micra in length; the coccoid forms seem 
to be young organisms. After ten to twelve days the 
bacilli are rather slender rods. 


Experimentation showed that five hours and forty- 
five minutes was the minimum time in which the 
bacilli would develop on the new media. 


A microscopic agglutination test (1 drop of bacillus 
emulsion in water to 1 drop of agglutinating serum 
1:400 (Sharpe & Dohme) shows agglutination in ten 
minutes if the bacillus is B. pertussis) was used to 
identify organisms when a smear was doubtful. 


The children whose plates were positive had typ- 
ical clinical whooping cough except in two cases. 
Diagnosis was possible in five days with the new sim- 
plified methods for the bacteriological identification 
of the B. pertussis—for the sputum was full of or- 
ganisms in the pre-whooping period. 


Forty-nine of the ninety cough-plates studied were 
positive of the Bordet-Gengou bacillus. 
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By HUGH JETER, M.D. 


The Complete Treatment of Pernicious Anemia. Rus- 
sell L. Haden, M.D., Cleveland, Ohio. American 
Journal of Digestive Diseases and Nutrition. Vol., 
I. P., 628, November, 1934. 


In discussion of this subject the author reviews re- 
cent advances in the treatment and understanding of 
the disease. He refers to three phases, the gastro- 
intestinal, the hematologic and the neurologic. He 
emphasizes the following: “The disease once estab- 
lished must be treated continuously and without in- 
terruption during the remainder of the patient's life,” 
and gives this method of administration of therapy 
which he refers to as “specific”: “I have adopted the 
plan of giving an intramuscular injection of a pa- 
renteral liver extract derived from 100 grams of liver 
daily for two weeks. After this period a similar in- 
jection is administered weekly for three months and 
then every two or four weeks as the individual pa- 
tient requires. If the blood count is low at the be- 
ginning of treatment, the appetite is usually poor, so 
the patient is allowed to eat as he desires. Within 
a week after the beginning of treatment the patient 
is started on a special diet for anemia and is en- 
couraged to eat liver every day. In less serious cases 
after improvement is well under way, the oral ad- 
ministration of liver or any potent liver substitute 
in adequate amounts may be substituted for the in- 








tramuscular injections. The diet should be continued 
permanently. The amount of liver substance to be 
taken by mouth is determined on the basis of the 
blood and clinical findings. In any event, it is most 
valuable to give an intramuscular injection of liver 
extract once a month for an indefinite period of time 
in addition to the special diet and the oral therapy. 
If the patient has a predominant or well-defined 
neurologic lesion at the beginning of therapy, or 
shows signs of developing such a lesion more in- 
tensive therapy is instituted. After the preliminary 
fourteen-day period of daily injections, the eating 
of liver daily as part of the special anemia diet is 
insisted upon. After the first week of treatment a 
liver substitute is given by mouth also in adequate 
amounts each day. Vitamin B is also added to the 
diet as wheat germ, yeast or yeast extract.” 


It is especially interesting to note that he expects 
improvement of the neurological symptoms. He also, 
in his charts and discussion, fails to refer to the per 
cent of reticulocytes as a factor in the diagnosis or 
a guide in the treatment. 





Relation of Anemia to Surgical Diseases of the Gall 
Bladder. Ralph A. Kordenat, M.D., Chicago, IIli- 
nois. American Journal of Digestive Diseases and 
Nutrition, Vol. 1, P. 639, November, 1934. 


In this, 116 patients who had undergone operations 
either for drainage or removal of the gall bladder, 
were studied: 


Average erythrocyte count, fatal (3) cases 3,370,000 
Average erythrocytes count, female cases 4,115,000 
Average erythrocyte count, male cases 4,183,600 


Of all cases, fourteen had over 5,000,000 erythro- 
cytes; seventy, 4,000,000 to 5,000,000 erythrocytes; 
twenty-six, 3,000,000 to 4,000,000 erythrocytes; five, 
2,000,000 to 3,000,000 erythrocytes. 


Although specific relation between gall bladder dis- 
ease and anemia is not shown, the author seems to 
imply that the anemias occur as a deficiency in blood 
forming organs, rather than the destruction of erythro- 
cytes and that there is a relation between anemia and 
liver dysfunction. 


Interesting charts and case reports are given. 
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Dislocation of the Shoulder Accompanied by Fracture 
of the Greater Tuberosity and Complicated by 
Spinatus Tendon Injury. Paul W. Greeley and Paul 
B. Magnuson. J. Am. Med. Ass’n, CII, 1835, June 
2, 1934. 


In the experience of the authors, fracture of the 
greater tuberosity of the humerus, associated with 
dislocation of the shoulder, is relatively rare. In re- 
viewing the large series of cases reported in the lit- 
erature, this finding has been borne out. 


Complicating this type of fracture dislocation of the 
shoulder is injury to one or both of the spinatus 
tendons. The symptoms are those of dislocation of 
the shoulder, with marked tenderness over the great- 
er tuberosity, which is not found in simple disloca- 
tion. In the history, the patient will always mention 
a direct blow against the shoulder at the time of the 
injury. 

The dislocation is reduced by the Kocher method, 
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which usually replaces the greater tuberosity. Open 
operation to replace the tuberosity is rarely ever nec- 
essary. Fixation in abduction and external rotation 
is the position of choice and is maintained for from 
three to four weeks. Physiotherapy is then instituted. 


Treatment of the tendon injury is more complicated. 
In the case of a partial rupture, the position of ab- 
duction and external rotation promotes repair. In 
case of doubt, exploration of the tendons is justified. 
In the case of a complete rupture, the tendon should 
be anchored to the greater tuberosity or to the sub- 
scapularis tendon. Fixation in these cases should be 
maintained for six weeks; the arm should then be 
placed in a sling for several days and physiotherapy 
should be begun. 


In cases in which the operation is done early per- 
fectly useful joints result. Old cases, presenting mus- 
cle atrophy and tendon shortening, may result less 
favorably, with limitation of motion and pain. 


Five cases are reported, one of which was treated 
by operation. Good results were obtained in all cases 
by following the treatment outlined above. 





Post-Traumatic Para-Articular Ossification of the Knee 
Joint (‘“Kohler-Pellegrini-Stieda Shadow”). I. M. 
Odessky. Radiology, XXII, 701, June, 1934. 


The nature of this shadow is not wholly clear and 
there is some question as to the underlying Jesion. 
It occurs following an injury—inflicted by either di- 
rect or indirect violence—or a series of small, re- 
peated injuries. Several observers have considered 
the underlying lesion to be a fracture—the separation 
of a bony lamella. Others believe it to be an ossi- 
fication of periosteum separated by an injury. Pel- 
legrini considered it a metaplasia of the connective 
tissue. Still others believe that this shodow is pro- 
duced by lime salts deposited in a hematoma. Tem- 
ler believes that the shadow corresponds with the in- 
termuscular space between the vestus internus and 
the adductor magnus, that capillary hemorrhages into 
this space produce hematomata in a location where 
conditions for resorption are unfavorable, and that 
these hematomata subsequently calcify. Kulowski com- 
pares this disease to occifying myositis. 


The author discards the hypothesis of a lamellar 
fracture because of absence of the shadow imme- 
diately following the injury. Moreover, the outline 
of the femoral condyle shows no change. Also, the 
concomitant shadow shows a tendency to grow and 
to change in form, structure, and density. Further- 
more, the shadow may diminish in size and even dis- 
appear. 

Periosteal ossification would necessitate a connec- 
tion of the shadow with the bone, which is usually 
not the case. 


By means of technically irreproachable rotentgeno- 
grams one can easily distinguish between the process 
of calcification and that of ossification. Study of the 
histological specimens argues against fractures and 
proliferation of the periosteum, and in favor of met- 
aplasia of the tissues. The mechanism is identical 
with that of calcification in other tissues, such as the 
pleura, pericardium, pancreas, etc. Similar shadows 
are also found in other joints (leg, shoulder, elbow) 
which have been exposed to injury. 


In the author's opinion, the so-called Kohler-Pel- 
legrini-Stieda disease is nothing more than a calcifi- 
cation or ossification of the knee joint, showing no 
consistent uniformity in clinical history for such 
classification, but forming a part of the general con- 
ception of post-traumatic, para-articular ossification. 
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The Treatment of Trichomonas Vaginitis With So- 
dium Perborate and Quinine. I. W. Kahn, M.D., 
New York. American Journal of Obstetrics and 
Gynecology, Vol 28, No. 4, Page 511. 


This author is suggesting an additional method of 
treatment for this condition reporting his results in 
a series of 47 cases. 


One of the factors of the method which he em- 
ploys is the fact that it delegates nothing to the 
patient. He has had a uniformity of prompt relief 
and apparent permanency of end results as based up- 
m repeated examinations after six, nine and twelve 
menstrual periods without evidence of leukorrhea, 
itching or positive microscopic smears. 


Having established the diagnosis, he employs two 
quarts of a solution of two tablespoons of sodium 
perborate at a temperature of 100 degrees F. through 
an especially devised apparatus for washing out the 
vagina. He ascribes efficiency to the perborate so- 
ijution because of the additional oxidation and he as- 
cribes benefit from the special apparatus because it 
allows irrigation under pressure making possible the 
distention of the vagina and disappearance of crev- 
ices, wrinkles and pockets. He then wipes the va- 
gina dry, blowing in quinine sulphate powder after- 
wards. Powder is also blown upon the external gen- 
italia. The patient is treated daily for one week and 
every alternate day for the next week. No vaginal 
douches or suppositories are prescribed. Treatment 
is not interrupted by the menstrual period, although 
irrigations are not given during the flow. The 
amount of quinine blown into the vagina at each 
treatment is 7/4 to 15 grains, usually mixed with 
starch or zinc oxide powder. 


He then reports several typical cases so treated. 


Comment: This is a very troublesome condition 
as far as complete cure is concerned. Wh'ile much 
has been done to fill the literature with various meth- 
ods, no entirely satisfactory scheme has yet been 
evolved, and it is well enough to give attention to 
all variations. It is notable that the basis of most 
methods lies first in thoroughly cleansing the vagina 
and drying it. The deviations of treatment after this 
point lie in the question of basing more hope upon 
drugs which will destroy the trichomona or upon 
means such as plain corn starch which will keep the 
vagina dry. 

—Wendell Long. 


Value of Friedman Test in Diagnosis of Intra-uter- 
ine and Extra-uterine Pregnancy. Morris A. Gold- 
berger, M.D., Udall J. Salmon, M.D., and Robert 
T. Frank, M.D., New York. Journal American 
Medical Association, October 20, 1934, Vol. 103, 
No. 16, Page 1210. 


These authors are reporting upon 1137 Friedman 
tests done at Mt. Sinai Hospital. 


They record the results of a review of 4595 Fried- 
man tests performed by 26 different clinical patho- 
logists. In this review 5.1 per cent were false nega- 
tives and 0.95 per cent were false positives. In ec- 
topic pregnancy 77.8 per cent were correct positives 
and 22.2 per cent were incorrect positives. The tech- 
nic employed was the injection of 10 cc. of urine 
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into one rabbit and inspection of ovaries 48 hours 
later. 


In the Mt. Sinai series reported, 20 cc. of morning 
urine was used in divided injections into each of two 
rabbits. Their results in 1093 intra-uterine pregnan- 
cies were 0.55 per cent false negatives and 0.09 per 
cent false positives. They attribute their greater suc: 
cess to variation in technic, especially in using two 
rabbits. 

Their results in 44 ectopic pregnancies were 14 
false negatives, that is, 32 per cent error. In this 
series the Friedman test was considered to be of value 
only when it was positive. 


“The Friedman pregnancy test is a valuable lab- 
oratory aid in the diagnosis of pregnancy. Like oth- 
er laboratory tests, however, it has its limitations. 
For the clinician, it is important to remember that 
a positive test. means merely that the patient is ex- 
creting anterior pituitary-like hormone which is 
formed in response to the presence of viable chorion, 
that the positive test does not indicate whether the 
fetus is alive or dead, that the test will remain pos- 
itive in missed and in incomplete abortions as long 
as viable chorion is attached to the uterine wall, and 
that a negative test does not exclude the presence of 
an ectopic pregnancy.” 


Their summary and conclusions give a concise pic- 
ture of their experience with this test. They follow: 


1. In 1,093 normal intra-uterine pregnancies the 
percentage of false positive Friedman tests was 0.09. 
The percentage of false negatives was 0.55. 


2. This small percentage of error, as compared to 
other reports, is attributed to the fact that duplicate 
tests were performed. 


3. At least 3.4 per cent of rabbits appear to be 
refractory to the Friedman test. 


4. In ectopic pregnancy, the percentage of false 
positives in a series of forty-four cases was 32. 


5. The high percentage of negative tests in ectopic 
pregnancies is accounted for by the presence in these 
cases of dead or degenerated villi. 


6. In both intra-uterine and extra-uterine pregnan- 
cies the Friedman test is dependent on the visability 
of the chorion. 


7. In missed abortion the Friedman test may re- 
main positive for as long as thirty days after death 
of the fetus. 


8. In incomplete abortion the Friedman test may 
be positive. 


9. The presence of a visable fetus can be deter- 
ae by study of the female sex hormone of the 
lood. 


10. In the diagnosis of ectopic gestation the Fried- 
man test is of value only in cases in which it is pos- 
itive. 


11. If the test is negative in a case of suspected 
ectopic pregnancy, the clinical history and observa- 
tions should determine the diagnosis. 


Comment: This is an excellent report upon a se- 
ries of Friedman tests. It graphically demonstrates 
that the clinician, in using any test, must be familiar 
with the underlying principle of the test and must 
appreciate its value in relation to the clinical prob- 
lem at hand. It is needless to say that the Friedman 
test has been of tremendous assistance, especially 
when properly done and when properly interpreted. 


—Wendell Long. 


The Status of the Residual Tube Following Ectopic 
Pregnancy in Relation to Sterility and Further Prey- 
nancy. Analysis of Ninety Cases Examined by Utero- 
tubal Insufflation, I. C. Rubin, New York, N. Y. 
American Journal of Obstetrics and Gynecology, 
November, 1934, Page 698. 


As the title signifies, Dr. Rubin gives an analysis 
of 90 patients who were operated on for tubal preg- 
nancy. The study was undertaken primarily to ascer- 
tain whether or not it was possible to prognosticate 
the future obstetric fate of the patient, and also the 
therapeutic value of tubal insufflation in this group 
of secondarily sterile women. 


He gives statistics collected by Schumann from va- 
rious authors as to the prospects of another tubal 
pregnancy or normal intra-uterine pregnancy follow- 
ing operation for ectopic pregnancy. Schumann's fig- 
ures showed that among 280 patients in whom preg- 
nancy of any kind was possible following tubal preg- 
nancy, 12.5 per cent had repeated ectopic gestation, 
while 47.8 per cent had intra-uterine pregnancy. He 
gives other figures which range from 3.5 per cent 
to 14.6 per cent as to incidence of repeated ectopic 
pregnancy in patients operated upon for tubal preg- 
nancy. 


Of the 90 cases included in this report, 23 or 23.5 
per cent gave a history of pregnancy again after a 
previous ectopic gestation. Fourteen of these were 
intra-uterine and 8 or 34.8 per cent of those preg- 
nant were again tubal. 


The women who had a tubal gestation exhibited 
a slightly lower fertility than average women. This 
was in accordance with other published reports. 


Only 33 out of the 90 patients reported had been 
pregnant previous to the tubal gestation, largely due 
to the fact that most came for relief of sterility. 


Significant in the length of sterility preceding and 
following the tubal pregnancy is the fact that 52.05 
per cent had been sterile three or more years previous 
to the tubal pregnancy and 72.97 per cent were sterile 
three or more years after the operation. 


There is a rather large incidence of associated ab- 
normalities in this group. For instance, menstrual 
abnormalities are frequently met. Also in this group, 
the tubal lumen is more commonly obstructed with- 
out palpable disease than in the general group of 
sterile women. In this group also, palpable changes 
in the adenexae recorded in 24 cases, uterine displace- 
ment in 11, and cervical disease in 11. 


The type of operation employed was usually a 
single salpingectomy. However, 8 cases had bilateral 
tubal pregnancy, of course, necessitating bilateral sal- 
pingectomy. In spite o fthe presence of blood in the 
peritoneal cavity, 21 had appendectomy. 


A consideration of the status of the residual tube 
as determined by insufflation is then discussed. When 
insufflation was performed soon after operation, the 
residual tube was usually found to be in better con- 
dition than when a longer interval had elapsed. De- 
ducting the 8 patients with a history of bilateral sal- 
pingectomy and proven non-patency of the tubes, only 
12.35% of the remaining had tubes that showed a 
normal patency. That is, less than a third of the in- 
cidence of normal tubes generally encountered in 
sterile women. “In as much as some degree of pat- 
ency of the only tube was present in 46 patients the 
possibility of pregnancy was not excluded in 56.79 
per cent.” 

The author discusses the reiation between tubal 


patency and potential pregnancy as of prognostic 
value in “that the 23 patients who had another preg- 
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nancy after the first ectopic pregnancy had at least 
three times more normal tubes than the 67 patients 
who did not become pregnant again.” He feels that 
the larger incidence of repeated ectopic pregnancy 
in his group is due to the fact that the patients came 
especially for relief of sterility. 


The following study of the pressure records is of 
interest: “In studying the pressure records it was 
found that in general where they were high, i. e., 
above 150 mm. Hg on one or more tests, though 
some degree of patency was present, the succeeding 
pregnancy was apt to be another ectopic. On the 
other hand when the pressures were lower, more 
approximating from 100 to 110 mm. Hg, the future 
pregnancy was more likely to be intrauterine. When 
the pressures ranged between 120 and 150 mm. Hg, 
the patient was likely to develop an extrauterine or 
intrauterine gravidity.” 


Dr. Rubin then briefly discusses the therapeutic 
value of tubal insufflation following operation and 
attributes a therapeutic action ascribable to insuffla- 
tion in five Cases. 


The author then discusses briefly localization of 
the site of obstruction by insufflation and also com- 
parison of insufflation with the finding at laparotomy 
and lipiodol examination. 


In the conclusions from this study, Dr. Rubin has 
outlined the following surgical rationale which sug- 
gests itself in the surgical treatment of ectopic preg- 
nancy in nulliparous women: 


(a) “When the patient's condition is serious, as 
little as possible should be done other than to in 
sure the safety of the patient. The uninvolved tube 
should not be disturbed although it should always 
be inspected for the possibility of a coexistent tubal 
pregnancy. Inspection of the ovaries has similar im- 
portance. This rule applies to both parous and in- 
fertile women. 


(b) “When the patient's condition is good, the un- 
involved tube should be carefully scrutinized. If it 
is hopelessly diseased and the patient has borne a 
child, it should be removed. If only partially im- 
paired, it should be left in situ because intrauterine 
pregnancy occurs more often under such conditions 
than tubal pregnancy. The mere possibility of a sec- 
ond ectopic pregnancy is not an indication for sal- 
pingectomy. In any event its pathologic status should 
be recorded as accurately as possible for the future. 


(c) “Whenever possible, abnormal conditions should 
be corrected at operation. A salpingostomy or free- 
ing of adhesions, or both, may be required. One of 
my patients, who bore a living child later, was thus 
treated. The age of the patient, her parity, and her 
desire to bear more children should influence and 
determine the procedure. In rare instances, a tem- 
porary ligation of the tube or some type of tempo: 
ary sterilization is preferable to salpingectomy. 


(d) “In cases of repeated ectopic pregnancy, when 
the patient is anxious to have a child and is willing 
to risk a third ectopic pregnancy, a partial salpingec- 
tomy may be performed with a plastic operation on 
the tube stump. The alternative of removing the 
gestation sac by simple incision and suture of the 
tube with or without curettement of the tube may be 
borne in mind. The feasibility and value of this pro- 
cedure awaits future experience. 


(e) “The early diagnosis of unruptured tubal ges- 
tation will make conservative operations on the preg- 
nant and nonpregnant safer and more feasible.” 

Comment: Since this article has been abstracted in 
some detail, one can only recommend the policy of 
conservatism employed in the treatment of these cases 





and look with some hope if not assurance upon the 

value of tubal insufflation in regard to prognosis 

and therapy following an ectopic pregnancy. 
—Wendell Long. 


A Report of 565 Vaginal Hysterectomies Performed 
for Benign Pelvic Disease. N. Sproat Heaney, Chi- 
cago, Illinois. American Journal of Obstetrics and 
Gynecology, November, 1934, Page 751. 


In this report of 565 vaginal hysterectomies for 
benign disease there were two deaths, or a mortality 
rate of 0.35 per cent. Dr. Heaney is an enthusiast 
for this type of operation and it has been his choice 
for removal of the uterus “except in cases in which 
it seems impossible of completion because of fixation 
of the uterus or because of an unusually large tu- 
mor.” For example, he has noted that large fibroids 
were removed piecemeal sixteen times in the last 
110 cases of vaginal hysterectomy. 


Tables are included to show the age incidence, the 
pathological conditions for which the operation was 
done and the associated physical complications 


He feels that great care should be exercised in pre- 
operative preparation with the best possible physical 
condition obtained so that operation may be as safe 
as possible. He then describes in considerable de- 
tail the technic which he employs and outlines the 
additional operative procedures, such as colpoperine- 
orrhaphy, employed in this series. 


After giving a brief summary of the two fatal 
cases he considers at some length the postoperative 
complications. There were 198 where the tempera- 
ture was over 100.6 degrees for one or more days. Of 
these 32 were due to cystitis, 164 probably due to 
wound infection, one due to femoral thrombophieb- 
itis and one due to parotitis. 


There were four cases of postoperative hemorrhage 
Of these one required laporatomy for ligation of a 
small abberant artery. Of the three remaining, one 
patient required suture vaginally and transfusion. The 
other two were controlled by packing. All recovered 


In this series the bladder was entered three times, 
but on suture of the bladder and insertion of reten- 
tion catheter the convalescence in no case was dis- 
turbed, and healing was compleee in all three. 


He then discusses the fear in the minds of those 
not familiar with the technic that the ureters fre- 
quently be ligated or injured. In this series there 
was no injury to the ureters. Dr. Heaney expresses 
the fecling that there is less danger of ureteral in- 
jury when operating vaginally than by the abdom- 
inal route. 


There was one case in which an adenomyoma of 
the rectovaginal septum was removed and in so do- 
ing a tiny hole made in the rectum. This was im- 
mediately closed and the patient had an uncomplicat- 
ed convalescence. 


There were two cases in which the vaginal vault 
opened and allowed prolapse of a tube. In each case 
a ligature was placed about the mesosalpinx and the 
tube removed with a small cautery, without diffi- 
culty. 

The author then calls attention to the smooth con- 
valescence of patients after this type of operation, 
the absence of surgical shock, the reduced gastro- 
intestinal disturbances and the quick recovery. 


He then attributes the decline of vaginal hysterec- 
tomy as a procedure of choice to the over-emphasis 
placed upon the so-called chronic lesions of the ap- 
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pendix. He laments the fact that “now that these 
conditions have been evaluated and the harmlessness 
of most of these deviations has been established, a 
new race of gynecologists has been reared which has 
relatively little or no familiarity with the vaginal 
attack on lesions.” 


Comment: While Dr. Heaney is very enthusiastic 
about this operative procedure for the removal of 
the uterus and is quite apt to employ it in many 
more cases within a given group than would seem 
entirely wise in average hands, the striking features 
of this report are the low mortality rate and the rela- 
tively small number of complications. It must be 
remembered that the admirable features of this re- 
port are largely due to the skill and ability of this 
splendid gynecologist and it cannot be taken as an 
index of what will happen in the average hands, par- 
ticularly those of the general surgeon who is not 
familiar with this approach. 


There is certainly no question but that vaginal 
hysterectomy has a definite, though confined, field 
of application. Like other phases of our professional 
problems, over-enthusiasm and under-estimation both 
are to be condemned, but proper application is to 
be rewarded by more satisfactory results. 


—Wendell Long. 


Postoperative Wound Complications. By E. L. Elia- 
son and Charles McLaughlin. Annals of Surgery, 
December, 1934, Page 1159. 


Imperfect wounds are graded as type “A,” “B,” 
and “C”. Type “A” represents serum collections or 
minor haematomata which do not delay convalescence 
or in any way interfere with the end-result of the 
patient's wound. Type “B” signifies the development 
of a definite wound infection which does not perma- 
nently interfere with the integrity of the wound or 
materially delay convalescence. Type “C” is reserved 
for cases of wound rupture or wound infection which 
impair the end results or lead to the death of the 
patient. 


The occurrence of serum collections in clean wounds 
has presented a problem since the advent of modern 
surgery. These collections are considered to be the 
result of trauma to the subcutaneous tissue at op- 
eration, either from rough handling of the tissues, 
careless ligation of superficial vessels, rough use of 
retractors or undue tension exerted by stay or tension 
sutures. As would be expected, serum collections are 
especially prone to appear in incisions made through 
fat abdominal walls. 


The imperfect wounds classified as type “B” form 
a much more important group. These cases develop 
frank wound infections but there is no permanent 
effect upon the wound, or material delay in the pa- 
tient’s period of hospitalization. 


In the series of 9,155 general surgical procedures 
reviewed by these gentlemen, 351 imperfect wounds 
were observed, an incidence of 3.81 per cent. Type 
“A” wound complications were much more common, 
comprising 70.6 per cent of the entire group. Type 
“B” complications developed in 65 instances or 18.7 
per cent of the series. Type ‘“C’’ wounds, which in- 
cludes the serious infections and cases of wound rup- 
ture, were encountered thirty-eight times, or 10.8 per 
cent of the group. 


Their conclusions are as follows: 


1. Reduction of the amount of cat gut under the 
subcutaneous tissue has been the most important fac- 
tor in reducing the incidence of serum collection. 


2. Contamination of the wound by infectious ma- 


terial handled at operation is one of the most fre- 
quent causes of superficial wound infection. 


3. Drainage of the superficial layers of all wounds 
in which soiled material is handled will materially 
reduce the incidence of type “B” infection. 


4. “Wide open” drainage with adequate separa- 
tion of the wound edges is the most logical and sat- 
isfactory method of handling a wound infection. 


5. No effort should be made to close amputation 
stumps following infectious diabetic gangrene in 
which pre-tibial oedema, extending half way to the 
knee, is demonstrable. 


6. A definitely stormy postoperative course usually 
precedes the development of a wound rupture. This 
was true in 88 per cent of the series of twenty-five 
cases in this group. 


7. Wound disruption is usually observed between 
the fifth and eighth postoperative days. Eighty per 
cent of their series were diagnosed during this pe- 
riod. 


8. The treatment of ruptured wounds with packing 
and adhesive straps is the safest method for the pa- 
tient. 


9. Peritonitis is the most common cause of death 
following wound disruption. 


Comment: This is an excellent article which is well 
worth reading. In any surgical clinic wound com- 
plications occur from time to time to impede the 
postoperative course of the convalescent patient. As 
the authors say, fortunately, the majority of these 
complications are of minor importance, responding 
promptly to therapy. There is, however, a smaller 
group of patients who, following apparently clean 
surgical procedures, develop a postoperative wound 
complication of major importance, amounting almost 
to a catastrophe in certain instances. There are few 
surgeons of experience who cannot recall such ex- 
amples in their own practice. 

—LeRoy D. Long, M.D. 


Thyroid Disorders in Childhood. By Richard B. Cat- 
tell, M.D., Lahey Clinic, Boston, Massachusetts. 
New England Journal of Medicine, Volume 209, 
Page 867, November 2, 1933. 


Disorders of the thyroid in children are not un- 
usual. The following classification of them has been 
found to be satisfactory at the Lahey Clinic: 

1. Developmental Disorders 

a. Congenital absence of thyroid 

b. Lingual thyroid 

c. Aberrant thyroid 

d. Thyroglossal cysts and sinuses 
. Cretinism 

a. Congenital 

b. Sporadic 

c. Cachexia strumipriva 

d. Hypothyroidism 
3. Colloid or adolescent goiter (edemic goiter) 

. Hyperthyroidism 
. Inflammation 

a. Acute 

b. Chronic 

6. Tumors 

a. Adenoma 
b. Aberrant thyroid 
c. Carcinoma 

Advice will be frequently sought of the physician 
regarding the presence or absence of colloid goiter 
and the treatment for it. Likewise, hyperthyroidism 
will not infrequently occur in childhood. The other 
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disorders mentioned in the chart are more rarely en- 
countered and although sporadic, must be recognized 
and properly treated if these children are to develop 
normally. 


Colloid or Adolescent Goiter. 


Colloid goiter is not uncommon in non-goiterous 
regions and is the rule where goiter is endemic. 
This is the most frequent disorder of the thyroid in 
children and it becomes necessary for every physician 
dealing with them to be able to give proper advice 
concerning it. It is important to know what change 
has taken place in the gland as well as the etiological 
factors contributing to its production. The colloid 
enlargement may be the response of the thyroid to 
increase physiological demands but seems definitely 
related to an iodine deficiency. In children of goiter- 
ous parents there seems to be in addition a predis- 
position to this form of thyroid enlargement. This 
colloid enlargement may occur at any time between 
two and twenty-two yeares of age but rarely during 
infancy. It is very common to find some enlargement 
n the anterior cervical region between the ages of 
eight and the time when menstruation becomes fully 
established. The diagnosis is not difficult although 
we find children who have been said to have colloid 
goiter in whom we are unable to demonstrate any 
enlargement of the thyroid. In young girls a trans- 
verse cervical fold of fat may simulate colloid goiter 
Sometimes a prominent larynx in a thin neck is taken 
by mistake to be a colloid goiter. The prominent 
larynx causes a normal isthmus to appear enlarged. 
Measurements of the neck are of little value. The 
most important help in making the diagnosis is the 
method of palpation of the thyroid gland as described 
by Dr. Lahey (Journal A. M. A., March 20, 1926). 
By this method when the head is turned to one side 
and the trachea pushed toward the same side it is 
possible to demonstrate the soft enlargement of both 
superior poles, the lateral lobes, and the isthmus. 


The treatment of colloid or adolescent goiter should 
be conservative. The administration of small amounts 
of iodine as recommended by Marine and Kimball 
will, of course, prevent it. However, because of the 
infrequency of the condition in our schools (partic- 
ularly here in Oklahoma) we do not believe that 
iodine administered as such is to be recommended 
as a general practice. A well balanced diet should 
provide sufficient iodine for a normal thyroid func- 
tion. The iodinization of both the water supply and 
table salt seems unnecessary. In the presence of col- 
ioid goiter it is sometimes felt advisable to give 
small amounts of iodine. This may be given weekly 
over a period of three months twice a year. It may 
be. given as one drop of Lugol's Solution, or better 
in some more dilute form such as lodostarine or as 
a solution of sodium or potassium iodide. Once a 
colloid goiter has developed it is impossible to pre- 
dict in what patients the goiter will disappear. Some 
will disappear spontaneously, others will disappear 
without treatment after possible related stress is re- 
moved, while others remained unchanged in spite of 
any treatment. It seems best, as a general policy, 
to give small quantities of iodine and observe the 
patient every six months, but if the treatment “by 
neglect” is ever of value in thyroid disease it is in 
these patients and one is justified in giving no med- 
ication. 


Rarely the colloid enlargement will continue and 
the thyroid: will attain considerable size and surgical 
interference will be indicated either because of su- 
per-imposed hyperthyroidism, pressure er for cosmetic 
reasons. 


It should be appreciated that when colloid goiter 
persists it is the first stage in the production of 





endemic or adenomatous goiter. Usually after twenty 
years of age nodules appear made up of a 
areas with areas of hyperinvolution followed by de- 
generating changes so common in this form of goiter. 


Hyperthyroidism. 


Primary hyperthyroidism or exophthalmic goiter is 
not uncommon in children, and in the Lahey Clinic 
previous to 1932 they had treated 45 children who 
were 15 years of age or less. It may occur at any 
age after two years. The youngest child seen there 
was two years and eleven months of age. In its clin- 
ical and pathological manifestations it is quite sim- 
ilar to the disease seen in adults. The diagnosis is 
usually easy if one thinks of the possibility of hy- 
perthyroidism occurring in children. In cases where 
the diagnosis does not appear certain, they should 
be carefully watched with frequent examinations and 
without iodine medication. In patients in whom the 
diagnosis is obscure, iodine may mask the disease 
in causing temporary improvement. The basal metab 
olism test is not always reliable in children and 
cannot be depended upon to the same exzent as in 
adults, because of technical difficulties in getting the 
child to breathe through the mouthpiece without 
leakage. Even so, in the absence of an elevated met- 
abolism in these children it is not felt wise to make 
the diagnosis of hyperthyroidism 


With the diagnosis established all of these children 
should be operated upon. An operation correctly done 
will relieve the patient quickly and will permit the 
child to go on with normal development. There 
seems to be a rather widespread common feeling 
that they should not be operated upon because they 
are so young and because they might be carried along 
with medical treatment. If unoperated and treated 
medically with complete rest, small amounts of iodine 
and sedatives, the condition will not be cured. X-ray 
therapy should not be employed since it is too diffi- 
cult to gage with sufficient accuracy to get relief 
and not get hypothyroidism. It cannot be depended 
upon to the same extent as the operative treatment 


The operative management of these children is a 
somewhat different problem from the treatment of 
adults. They are kept under pre-operative treatment 
until they show a satisfactory weight gain. It is best 
to divide the operation into two stages in most Cases 
since no one’s experience is sufficient in this group 
to know how well the individual child will toler- 
ate surgery. Relatively larger amounts of tissue should 
be left than in adult cases. 

LeRoy D. Long. 
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Le Seminome du Testicule et Le Seminome de L’Ovaire 
(Seminoma of the Testicle and Seminoma of the 
Ovary). By Antoine Beclere, La Presse Medicale, 
September 20, 1934. 


Although the author does not make such a divi- 
sion, this instructive and important article may be 
divided into three parts: 


Part I. This is a discussion of malignant tumors 
arising from the seminiferous tubes of the testicle. 
Chevassu, as long ago as 1906, after a histological 
examination of 128 tumors of the testicle, gave the 
name seminoma (seminome) to a tumor which he be- 
lieved had its origin in the epithelial cells of the 
seminiferous tubes (tubes seminiferes). It appears 
that it is the same type of tumor which Ewing, of 
New York, calls embryonic carcinoma because of its 
association with teratomatous tissue. Before that time 
there was a lack of knowledge of the epithelial struc- 
ture of tumors of the testicle which were spoken of es 
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sarcomata with large round cells, lymphadenomata, 
lymphosarcomata, etc. 


Already Beclere had been impressed by the extreme 
radiosensitivity of intra-abdominal metastatic masses 
following certain tumors of the testicle, even when 
the primitive x-ray treatment without any attempt 
at the elaborate technique of the present day was 
employed. He classifies these unusually radiosensi- 
tive tumors as belonging to the group called seminoma 
by Chevassu; by Ewing called embryonic carcinoma. 


Part II. Reference is made to the discovery of Sch- 
lagenhaufer, in 1902, that in the embryoma there are 
formations analogous to a neoplasm which is devel- 
oped in the female at the expense of the placenta— 
that is, chorionepithelioma. In that connection atten- 
tion is directed to the probable value of a “biological 
examination of the urine,” based upon the researches 
of Ascheim and Zondek, as a diagnostic procedure in 
suspected malignancy of the testicle in the male and 
suspected chorionepithelioma in the female. Credit 
is given to Ferguson, Ellis and Nicholson, Memorial 
Hospital, New York, for devising a technique for 
the “biological examination of the urine” in a paper 
entitled “Preliminary Note of New Method Differ- 
entiating the Testicular Tumors by Biological Means,” 
and published in the American Journal of Cancer, 
1931, No. 15, page 835. The relative amount of prolan 
A in the urine of the patient is estimated by the ef- 
fect upon the ovary of the mouse following the sub- 
cutaneous injection of a known amount of the urine. 


Part III. According to the definition of seminoma 
by Chevassu in 1906, one could glimpse the possibility 
of seminoma of the ovary. The reality of its exist- 
ence was established five years later by Chenot who 
designated it as “primitive epithelioma of the ovary” 
(see doctorate thesis on “Contribution to the Study 
of the Primitive Epitheliomas of the Ovary,” by Che- 
not, Paris, 1911). He showed that numerous obser- 
vations of solid tumors of the ovaries designated in 
published articles by various names such as areolar 
epithelioma, large round cell sarcoma, etc., were faul- 
ty, and that such tumors were, in reality, ovarian 
seminomas. 


According to Beclere, the histology of these tumors 
of the ovary—that is, seminomas of the ovary—is 
studied almost exclusively in the French publications 
of Masson, of Menetrier, of Peyron and of their pu- 
pils. These writers believe that these tumors of the 
two sexes have a common origin at the expense of 
germinative elements (elements germinatifs). In sup- 
port of this conclusion, the work of Winiwarter, who 
showed that in the histogenesis of the genital glands, 
in male and female, there is a common origin from 
identical primordial undifferentiated germinative ele- 
ments, is cited. 


There are some interesting case reports. The first 
one is by Thelin and Rosselet about a girl of 18 upon 
whom an operation was done for an enormous pedun- 
culated tumor arising from the left ovary in 1925. In 
addition, it was found at operation that there was a 
large retroperitoneal mass in the region of the left 
kidney, extending to and intimately attached to the 
aorta so that its removal was impossible. Microscopic 
examination of the ovarian tumor showed that it was 
a seminoma. A little later there was rapid growth 
of the retroperitoneal metastatic mass. X-ray treat- 
ments were employed, and at the end of three weeks 
the tumor had disappeared. Twenty months later the 
patient was perfectly well. 


Jean Hoche reports the case of a woman 22 years 
of age upon whom an operation was done for the 
removal of an ovarian tumor by a surgeon in Paris, 
in May, 1927. There was an infiltrating mass in one 


broad ligament that could not be extirpated. This 
mass was so large that it filled the larger portion of 
the pelvis. In October there was one x-ray seance, 
then she was sent to the anticancerous center at Nancy 
for additional treatment, but when she arrived there 
was no evidence of tumor. But in December there 
was a recurrence. Another incomplete operation was 
done. The pathological report was seminoma of ovar- 
ian origin. Vaginal and rectal examination disclosed 
a mass the size of a mandarin in left culdesac of 
Douglas. Methodical x-ray treatment was eniployed. 
The mass disappeared within two months. Two years 
later there was no evidence of a mass, and the gen- 
eral condition was good. 

There are other case reports of the same character, 
all of them tending to show that there are tumors 
arising from ovarian tissue which are exactly sim- 
ilar, histologically, to the seminoma of Chevassu, or 
the embryonic carcinoma of Ewing, and all of them 
tending to show that these tumors are strikingly amen- 
able to roentgen therapy. 

—LeRoy Long. 


EDUCATION IN PHYSICAL THERAPY IN THE 
STATE OF PENNSYLVANIA 


Frank H. Krausen, Philadelphia (Journal A. M. A., 
Dec. 22, 1934), states that although, in certain cen- 
ters, the practice of physical therapy has made re- 
markable strides during the last five years, wide- 
spread knowledge of the subject is still lacking. This 
is primarily due to the fact that the present organ- 
izers of medical curricula are for the most part un- 
acquainted with physical therapeutics and hence have 
failed to include it in their program. The channels 
through which medical education in physical therapy 
has been and still further should be developed are: 
(1) the premedical teaching; (2) the undergraduate 
medical teaching; (3) the graduate medical teaching; 
(4) the teaching hospitals; (5) the state and county 
medical societies, and (6) the medical journals. Al- 
though slow but steady progress is to be seen in in- 
stitutional education in physical therapy, there is still 
a great need for postgraduate education “outside of 
teaching institutions.” The Committee on Education 
of the Council on Physical Therapy has expressed the 
belief that “tangible and useful results” may be ob- 
tained by well organized courses of instruction given 
by state and county societies. Kovacs mentions that 
“a five day seminar was held, under the auspices of 
the Committee on Education of the Philadelphia Coun- 
ty Medical Society” and that “the entire series of 
these lectures was published in book form.” This sem- 
inar, held in April, 1932, gave startling proof that 
practicing physicians were eager for good instruction 
in physical therapy, since, “to the surprise of the 
committee, over 400 physicians registered for the 
course—over sixty physicians attended the course from 
parts of Pennsylvania outside of Philadelphia. The 
author is of the opinion that there is no reason why 
every county society in the country cannot present 
such a seminar, suiting its program to the local needs, 
so that throughout the United States physicians now 
“hopelessly confused” may gain some “clear ideas” 
concerning phvsical therapy. Much might be done t 
promote rational training in physical therapy by p . 
taining the cooperation of the editor of each state 
medical journal in establishing a column on physical 
therapy. The Pennsylvania State Medical Journal has 
done this successfully. Just as the Council on Physical 
Therapy has published a sanctioned authoritative ar- 
ticle on various phases of physical therapy in the 
columns of The Journal of the American Medical 
Association, so might each state journal publish a 
briefer, committee-sanctioned column on more fun- 
damental phases of physical therapy. 
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ANTITOXIN VERSUS NO ANTITOXIN IN 
CONVULSIONS IN CHILDHOOD 


M. G. Peterman, Milwaukee (Journal A. M. A., 
May 26, 1934), states that a revised classification of 
convulsions in 500 children demonstrates the basic 
diagnosis as epilepsy in 33 per cent of the cases, 
onset of acute infection in 22.8 per cent, cerebral 
birth injurv or residue in 15.4 per cent, spasmophilia 
in 13.6 per cent, miscellaneous causes in 8.8 per cent 
and cause unknown in 6.4 per cent. There was no 
recognized case of cerebral sinue thrombosis, allergic 
basis, hypoglycemia or hyperinsulinism in this series. 
Of the convulsions, 6.6 per cent occurred in the first 
month of life, 13.6 per cent in the second five months 
of life, 40.2 per cent between 6 and 36 months of 
age, 26.4 per cent between 3 and 10 years of age 
and 6.4 per cent between 10 and 15 years of age. 
In 6.8 per cent of the cases the age of the child at 
the time of the first convulusion could not be ob- 
tained. 
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COMPLICATIONS OF PEPTIC ULCER: THEIR 
PROGNOSTIC SIGNIFICANCE 


Sara M. Jordan and Everett D. Kiefer, Boston (Jour- 
nal A. M. A., Dec. 29, 1934), state that obstruction, 
hemorrhage and intolerance to alkalis are complica- 
tions that influence prognosis in the medical man- 
agement of duodenal ulcer. Obsruction of all degrees 
in the group of seveney-nine cases that they studied 
was relieved in 89 per cent by medical management. 
It recurred later in 13 per cent. Obstruction, hemor- 
rhage and intolerance to alkalis were all unfavorable 
factors in the medical management of the disease. 
Since hemorrhage had the least effect on prognosis; 
obstruction was next in its unfavorable influence; 
multiple hemorrhage and intolerance to alkalis had 
the most harmful effect on the later course of the 
disease. 





INDICATIONS FOR THERAPEUTIC ABORTION 
FROM THE STANDPOINT OF THE NEUROL- 
OGIST AND THE PSYCHIATRIST 


Clarence O. Cheney, New York (Journal A. M. 
A., Dec. 22, 1934), reviews some of the opinions 
of neurologists and psychiatrists on therapeutic abor- 
tion and reports a number of specific cases of mental 
disorders, involving the question of abortion, from 
which he concludes that: 1. There am-ears to be no 
individual neurologic or psychiatric disorder that is 
absolute indication for abortion in women suffering 
from such disorders. 2. Experience shows that some 
women with severe advanced neurologic disorders 
may go through pregnancy and have healthy children. 
3. Experience shows that some women suffering from 
severe mental diseases may pass through normal preg- 
nancy and childbirth. 4. Experience shows that abor- 
tion does not necessarily prevent a recurrence of men- 
tal attacks or bring about recovery from attacks al- 
ready existent. The pregnant woman's general phys- 
ical condition must be given careful consideration in 
a decision regarding the termination of pregnancy. 
STUDY OF ONE HUNDRED CASES OF JAUN- 

DICE, WITH PARTICULAR REFERENCE TO 

GALACTOSE TOLERANCE 





During the last three years Leon Schiff and Fanny 
A. Senior, Cincinnati (Journal A. M. A., Dec. 22, 
1934), studied a group of 100 patients giving par- 
ticular attention to clinical manifestations, galactose 
tolerance and ability to excrete bromsulphalein. They 
determined the degree of jaundice during the course 
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of illness by means of the icteric index and van den 
Bergh determinations and the presence or absence of 
complete obstruction by study of duodenal contents, 
urine and stools. They feel that laboratory studies, 
particularly the galactose tolerance test, may prove 
of great help in the diagnosis of some cases and lend 
confirmatory evidence in others. The technic of the 
galactose tolerance test that they employed was es- 
sentially that given by Shay and Schloss. The galactose 
tolerance test was positive (output of galactose ex- 
ceeded 3 Gm.) in forty-nine of fifty cases of catarrhal 
jaundice and fourteen of fifteen cases of acute toxic 
hepatitis. A negative test (output of less than 3 Gm.) 
was obtained in all of twenty cases of obstructive 
jaundice. Negative tests were mostly obtained in cases 
of cirrhosis and neoplasm of the liver. The test ap- 
pears of great value in differentiating acute (toxic 
or infectious) jaundice from obstructive (extrahepat- 
ic) jaundice. The galactose tolerance bears no direct 
relationship to the degree or duration of jaundice 
or to the amount of retention of bromsulphalein. In 
the later stages of acute intrahepatic damage it may 
remain positive when other tests of liver function 
have become negative. The test should be repeated 
when a discrepancy arises between clinical and labora- 
tory observations. 


— oO 


OBLITERATIVE VASCULAR DISEASE: PRELIM- 
INARY REPORT OF TREATMENT BY ALTER- 
NATING NEGATIVE AND POSITIVE 
PRESSURE 


Geza de Takats, Chicago (Journal A. M. A., Dec 
22, 1934), believes that the principle of treating or 
ganic vascular obstructions by an intermittent neg- 
ative pressure environment is physiologically sound. 
He employed the apparatus of Herrmann, delivering 
80 mm. of negative and 20 mm. of positive pressure, 
on twenty patients. Ten of them had arteriosclerosis, 
four suffered from acute embolic or thrombosis, two 
were afflicted with Buerger’s disease and four had en- 
darteritis obliterans. The improvement was gaged in 
regard to rest pain, intermittent claudication, changes 
in color, changes in the oscillometric curve, the healing 
of ulcers and the effect on frank gangrene. Rest pain 
was promptiy abolished with the beginning of the 
treatment. Intermittent claudication was improved in 
some of the cases, chiefly those in which there was 
sufficient cardiac reserve and which were treated long 
enough. Cyanosis improved, particularly in the frost 
bites. The oscillometric curve of the total group did 
not change, except in one instance. Indolent ulcers 
healed more promptly. In the stage of frank gangrene, 
amputation became necessary. The most favorable 
cases were those presenting involvement of the smaller 
vessels and relatively less cardiovascular damage. This 
seems to be at variance with the experience of Reid 
and Herrmann. The least favorable results were ob- 
tained in the hypotensive arteriosclerotic patients with 
cardiac damage and flat or absent oscillometric curves 
at midthigh. The acute vascular obstructions all came 
too late for treatment. The two cases of Buerger’s 
disease showed no response. The endarteritic patients 
were generally benefited. The apparatus requires 
technical modifications, so that it can be used for a 
longer period of time, that it be noiseless and that 
it may encase larger areas of the extremities. At 
present the method should be under the control of 
peripheral vascular clinics with facilities of hospital- 
ization, careful selection of cases and evaluation of 
results. The therapy is a valuable adjunct to other 
useful methods already in use. Late results cannot 
be predicted. They will be governed mainly by the 
underlying cause and progressive tendency of the vas- 
cular occlusion. 
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DIABETIC CATARACT: INCIDENCE AND MOR- 
PHOLOGY IN ONE HUNDRED AND TWEN- 
TY-SIX YOUNG DIABETIC PATIENTS 


C. §S. O'Brien, J. M. Molsberry and J. H. Allen, 
lowa City (Journal A. M. A., September 22, 1934), 
studied the crystalline lenses in young diabetic sub- 
jects in order to determine the incidence and morph- 
ology of cataracts in such patients. The report is 
founded on repeated detailed examinations of the 
lenses in 126 diabetic patients up to and including 
the age of 33 years. Most of the patients, when first 
seen, had been on treatment for some time. Prac- 
tically every lens in the entire series showed occa- 
sional small punctate congenital opacities and there 
were a few in which coronary cataract was present; 
the diagnosis in such cases was usually not difficult, 
but in those lenses in which doubt existed the changes 
were classified as congenital. The incidence of cata- 
ract was 16 per cent. The morphology of these cat- 
aracts differed, but two common types of lens changes 
were encountered: 1. Snowflake or snowstorm cat- 
aract. This type was found in 60 per cent of cases 
and appeared as innumerable small grayish white flaky 
opacities in the anterior and posterior cortical areas. 
In a routine study of several hundred cataracts it was 
seen, with one exception, only in persons with dia- 
betes. 2. Posterior subcapsular cataract. This type 
was found in 70 per cent of cases as a saucer-like 
posterior subcapsular opacity composed of confluent 
gtay granules and oftentimes iridescent crystals. It 
is not peculiar to diabetic cataract, since similar 
changes may follow ocular injury or disease, and it 
has been noted in senile cataract. 
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UNSTABLE OR IRRITABLE DUODENDUM: CLIN- 
ICAL OBSERVATIONS IN ONE HUNDRED 
CASES 





Julius Friedenwald and Maurice Feldman, Baltimore 
(Journal A. M. A., Dec. 29, 1934), endeavor to pre- 
sent the clinical picture of a not uncommon form of 
duodenal disturbance known as the irritable or un- 
stable duodenum. They find that in a study of 100 
cases of the unstable duodenum, the condition was 
found more frequently in men than in women and 
more commonly between the years of 20 and 40. The 
symptoms are by no means characteristic and the con- 
dition may simulate duodenal ulcer, cholecystitis, ap- 
pendicitis or other abdominal disorders, though these 
may be actually present as direct etiologic factors. 
Nervous and neurasthenic manifestations are usually 
prominent. Gastric hyperchlorhydria is more com- 


monly present. Evidences of instability and spastic 
States in other portions of the intestine are quite 
frequent. The diagnosis is established definitely by 
means of roentgen evidence. This consists in the de- 
tection of increased motility, transient irregularities 
and fibrillations, spastic manifestations and sensitive- 
ness over the duodenum, together with an absence 
of an ulcer filling defect in this area. The treatment 
must be directed to a restoration of the duodenum 
to its normal tone, which is best accomplished by 
means of diet, rest and improvement of the nervous 
system. In severe cases, duodenal lavage and alimen- 
tation may be resorted to with benefit. When this 
condition is the result of reflex causes, treatment must 
be directed to the primary disorder. Belladonna and 
atropine are effective remedies in relief of spasm. 








COOK COUNTY GRADUATE SCHOOL 
OF MEDICINE 


(In Affiliation with COOK COUNTY HOSPITAL) 
ANNOUNCES CONTINUOUS COURSES 


MEDICINE—Informal Course—Intensive Two- 
Weeks Course starting March 18th. Special 
Courses, all branches. 

SURGERY—General Course One, Two, Three and 
Six Months; Surgical Technique Two-Weeks 
Intensive Course—Special Courses. 

GYNECOLOGY — Three-Months Course — Two- 
Weeks Intensive Course—-Special Courses. 

OBSTETRICS—Informal Course—Two- Weeks In- 
tensive Course—Special Courses. 

FRACTURES AND TRAUMATIC SURGERY— 
Informal Course—lIntensive Ten-Day Course 
starting February 18th. 

PEDIATRICS—Informal Course—Intensive Two- 
Weeks Course starting May 6th. 

EAR, NOSE AND THROAT—Informal Course— 
Intensive Two-Weeks Course starting April 
lst. 

UROLOG Y—General Course Two Months—Inten- 
sive Course Two Weeks—Special Courses. 

CYSTOSCOPY—Intensive Course (Attendance 
limited). 

General, Intensive and Special Courses in Tu- 
berculosis, Ophthalmology, Roentgenology, 
Pathology, Neurology, Electrocardiography, 
Topographical, and Surgical Anatomy, Phy- 
sical Therapy, Gastroenterology, Allergy, 


Teaching Faculty—Attending 
Staff of Cook County Hospital. 


Address: Registrar, 
427 Sevth Honore Street, Chicago, Ill. 




















REPORT OF EXAMINATION FOR LICENSES TO PRACTICE MEDICINE 
Examination held at Huckins Hotel, Oklahoma City, December 11th, 1934. The fol- 


lowing applicants passed: 




















Year " Year of 

. School of 4 Home Address or 

Name . Place of Birth Graduation : — Previous Lecation 
Kerr, Walter C. H. 1903 Peoria, Ill. Univ. of Okla. 1933 Clinton, Okla. 
Wainwright, Tom Lyon 1909 Hattiesburg, Miss.| Univ. of Okla. 1933 | Okla. City 
Greer, Rex | 1906 Woodford, Okla. Univ. of Okla. 1933 Denver, Colo. 
Breco, Davis 1899 Canton, Tex. Univ. of Okla. 1933 Ada, Okla. 
Hackler, John F. 1910 Tahlequah, Okla. | Univ. of Okla. 1933 Okla. City 
Lingenfelter, Paul Brann 1907 Clinton, Okla. | Univ. of Okla. 1933 Okla. City 
Woodson, Orville McClure 1907 Poteau, Okla. Univ. of Okla. 1933 Poteau, Okla. 
Harman, David Sinclair 1908 Hastings, Neb. | Northwestern 1933 |/Tulsa, Okla. 
Spence, Harry Metcalfe 1905 San Angelo, Tex.)Harvard Med. 1930 |Ponea City, Okla. 
Newman, Roy Ellsworth 1904 Grand, Okla. | Baylor 1932 Shattuck, Okla. 
Etherton, Monte Charles 1887 Jackson Co., |St. Louis Univ. 1912 Tulsa, Okla. 
Lain, Everett Samuel 1876 Delta Co., Tex. Vanderbilt 1900 Okla. City 
Garrett, Davy Lewis 1888 Cook Co., Tex. Atlanta P. & §, 1910 Tulsa, Okla. 
Bowen, Ralph 1898 Iowa City, Ia. |Univ. of Iowa 1924 Okla. City 
Gray, Charles McCurdy 1905 Baltimore, Md. | Johns Hopkins 1930 Miami, Okla. 

















